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INTROCUCTKaJ 

This  chapter  coipares  and  cxsntrasts  case  management  departments  and  case 
management  roles  and  activities  across  the  four  S/HMD  demonstration  sites: 
Medicare  Plias  II  in  Portland,  Oregon;  Elderplan  in  Brooklyn,  New  York;  Seniors 
Plus  in  Minneapolis,  Minnesota;  and  SCAN  Health  Plan  (SHP)  in  Lang  Beach, 
California.  First,  eligibility  criteria  for  chronic  care  benefits  and  case 
management  at  each  site  are  carpared,  followed  by  a  description  of  the 
resultant  case  mix  of  members  receiving  chronic  care  benefits  eind  case 
management.  Ihe  next  section  diagrams  the  case  management  component  fit 
within  the  S/HMD  organizational  structure  and  describes  the  principal 
activities  vmdertaken  by  the  ceise  meinagement  department  at  each  site.  Case 
management  staffing  patterns  and  Cciseloads  are  then  ootrpctred,  followed  by  a 
cross-site  cxarparison  of  the  costs  of  case  management.  Ihe  final  section 
cissesses  the  strength  of  the  linkages  that  had  been  developed  between  the  case 
management  ccsrponent  of  the  S/HMD  and  the  larger  health  care  system  at  the  end 
of  the  second  year  of  the  demonstration  and  identifies  issues  and  questions  to 
be  examined  in  subsequent  anedyses. 

BACR5RDUND 

In  each  of  the  demonstrations  it  was  the  case  management  coaiponent  of  the 
S/HMO  that  was  given  responsibility  for  managing  the  nonacute,  16ng  term  care 
services.  In  the  S/HMD,  the  role  and  aiithority  of  the  case  managers  wcis 
envisioned  as  much  broader  than  in  eetrlier  long  term  care  demonstrations.  In 
most  earlier  demonstrations,  the  case  manager  role  focused  primarily  on 
screening/assessment  and  the  coordinatioi  and/or  provision  of  ccanramunity-based 
care  (Austin,  1983;  Berkeley  Planning  Associates,  1985;  Zawadksi,  1984).  In 
the  S/HMD,  the  case  manager  was  to  have  primary  responsibilitY  for  authorizing 
cill  long  term  care  services,  responsibility  for  monitoring  the  chronic  care 
services  and  budget,  and  final  authority  over  chronic  care  resource 
allocation.  Beyond  this,  it  was  hcped  that  the  case  management  ocnponent 
would  also  be  able  to  establish  new  norms  of  practice  regarding  linkages  with 
other  ccmtponents  of  the  health  care  system  that  would  ultimately  lead  to  care 
of  hi^  qucility  delivered  in  an  eqviitable  manner,  but  would  at  the  same  time 
hold  chronic  care  costs  of  the  enrolled  population  to  budgeted  levels. 

Within  these  broad  goals  and  objectives,  each  demonstration  site  was 
permitted  flexibility  in  developing  its  case  management  model.  As 
iitplemented,  no  two  case  management  models  were  the  same.  In  large  part,  the 
differences  were  a  reflection  of  initial  program  design  decisions,  which 
subsequently  influenced  the  case  management  model  and  approach. 

MEIHODODDGY 

Data  on  S/HMD  case  management  and  chronic  care  services  were  collected 
from  the  four  demonstration  sites.  Qualitative  data  on  the  organizational 
structure,  roles,  and  staffing  patterns  of  the  case  management  department  were 
obtained  from  interviews  with  the  director  of  case  management,  the  case 
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itanagers,  and  other  selected  S/HMD  staff.  Interviews  were  edso  conducted  with 
r^resentatives  from  the  utilization  review  and  discharge  planning  staffs  of 
hospitcils  and  nursing  hones  affiliated  with  and  serving  S/HMD  members.  Ihe 
interviews  were  conducted  during  site  visits  in  the  fall  and  winter  of  1986. 
This  chapter  also  includes  background  information  about  planning  decisions 
made  during  the  S/HMD  developoiental  period  in  1983  and  1984.  Statistical  data 
on  the  utilization  and  costs  of  case  management  services,  and  other  aspects  of 
the  S/HMD,  were  cbtained  fran  unaudited  S/HMD  quarterly  reports  submitted  to 
HCFA. 

Ihis  chapter  covers  information  and  statistical  data  frcm  the  first  two 
years  of  the  S/HMDs,  vftiich  began  enrollment  in  1985.  Throu^iout  this  chapter, 
eirphasis  is  placed  on  the  1986  data,  vAiich  r^resents  a  more  stable  program 
period  and  is  less  susceptible  to  variations  ej^jerienced  during  the  initial 
start-vp  period.  It  is  important  to  note  that  the  S/HMDs  are  an  evolving 
system  and,  as  such,  there  have  been  seme  iirportant  changes  in  case  management 
and  its  activities  since  this  report  was  pr^jared.  The  information  provided 
here  describes  S/HMD  case  management  as  it  functioned  at  the  close  of  the 
second  year  of  the  demonstration. 

EUGIBUJIY  CRITERIA  FOR  QgOQC  CftRE 
BENEl'TiS  AND  CftSE  MA^^AGEMENT  SERVICES 

HCEA  did  not  restrict  the  S/HMD  demonstrations  concerning  vftiich  members 
should  be  eligible  to  receive  e^q^anded  long  term  care  benefits.  Eligibility 
decisions  were  left  to  individual  sites  and  reflected  the  sites'  overall 
philosophy  and  policy  concerning  the  distribution  of  chronic  ceire  resources. 

The  financing  of  acute  care  services  has  traditionally  been  relatively 
cpen-ended,  v*iereas  financing  for  Icaig  term  care  services  has  been  more 
contained.  For  exaitple,  since  the  1970s,  all  HCFA-si^pDrted  long  term  care 
demonstrations  have,  with  varying  success,  applied  eligibility  criteria  in  an 
effort  to  effectively  target  their  services  to  those  for  \A\cxa  long  term  care 
would  be  most  beneficial  and  cost-effective. 

Ihe  results  of  the  recently  ccanpleted  National  long  term  Care  Channeling 
Demonstration,  as  well  as  most  earlier  long  term  care  demonstrations  conducted 
under  Medicare  and/or  Medicaid  waivers,  suggest  that  expanding  ccramunit^-care 
programs  beyond  vAiat  is  currently  provided  would  not  by  itself  reduce  public 
expenditures  for  long  term  care.  Nonetheless,  the  results  of  these 
demonstrations  suggested  several  potentieilly  premising  ^proaches  to  inproving 
the  long  term  care  system  such  as  linking  the  provision  of  ccraraunity  services 
to  a  nursing  home  preadmission  screening  process. 

Ihe  similarity  of  the  earlier  demonstration  approaches  —  providing 
roadest  anounts  of  extra  ccramunity  service  to  those  in  need  and  coordinating 
them  throuj^  a  central  case  management  system  —  left  cpen  the  question  of 
vAiether  different  organizational  e^jproaches  for  the  provision  of  long  term 
care  services  mi^t -produce  better  results  (U.S.  HCFA,  1987) .  The  S/HMD 
organizational  nodel  in  \Aiich  a  single  provider  entity  assumes  responsibility 
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for  both  acsite  2md  long  term  ceire  services  under  a  fixed,  prospectively 
determined  budget  r^resents  one  such  approach. 

The  S/WMD  demonstrations  operated  under  several  inportant  constraints 
that  dictated  the  need  for  careful,  selective  targeting  of  the  membership 
eligible  for  chronic  care  benefits.  First,  the  chronic  care  benefits  viere  by 
design  restrictive  in  terms  of  the  total  dollar  resources  available  for  each 
eligible  enrollee.  Second,  there  could  potenticdly  be  a  large  demand  for  long 
term  services  that  wculd  exceed  the  overall  projected  budget.  Third,  the 
demonstrations  were  eventually  to  be  financially  at  risk  for  all  long  term 
care  services.  Consequently,  tey  program  decisions  had  to  be  made  about  vAio 
among  the  S/HMD  membership  should  be  eligible  for  the  ejqjanded  Icr^  term  care 
services. 

During  the  develcpnentcil  phase  of  the  demonstratian,  the  issue  of 
targeting  and  eligibility  was  discussed  at  length  (Leutz  et  al. ,  1985) .  Two 
positions  emerged.  On  the  one  hand,  eeirly  intervention  with  members  v4io  eire 
only  moderately  inpedred  could  prevent  or  delay  functicneLl  decline  and 
conccnnnitant  hi^  service  costs,  and  could  prove  cost-effective  over  time.  On 
the  other  hand,  the  limited  S/HMD  budget  for  lor^  term  care  services  mi^t 
make  it  prudent  to  limit  chronic  care  benefits  to  the  most  impedred,  frail 
members. 

Ultimately,  the  decision  regarding  eligibility  for  chronic  care  benefits 
was  linked  to  a  person's  level  of  inpairment.  In  addition,  since  the 
demonstrations  were  to  be  paid  a  hi^ier  rate  for  members  v*io  were  nursing  heme 
certifiable  (NHC) ,  it  seemed  equitable  to  link  eligibility  for  the  chronic 
care  services,  at  least  in  part,  to  NHC  status. 

All  of  the  sites  adopted  this  e^^proach;  however,  there  were  significant 
differences  in  the  four  states '  criteria  for  nursing  home  certification. 
Furthermore,  each  site  still  had  the  option  of  deciding  to  be  more  or  less 
strict  than  the  state  criteria.  One  of  the  primary  reasons  for  giving  the 
demonstrations  latitude  in  defining  eligibility  for  the  chronic  care  benefit 
was  to  see  how  services  could  best  be  targeted  to  impaired  elderly,  working 
within  ti^t  budget  constraints. 

In  the  sections  below,  the  NHC  criteria  for  each  site  are  ccnpared;  then 
e:q)ansion  of  the  NHC  eligibility  criteria  to  allcw  more  members  access  to 
chrOTiic  care  benefits  and  case  management  is  described.  Next,  a  special 
program  feature  (queuing)  designed  to  safeguard  agciinst  adverse  case-mix  among 
the  membership  is  described.  Finally,  case-inix  differences  in  the  membership 
of  each  site  at  the  end  of  the  second  yecir  of  the  demonstration  are.  assessed. 

NURSING  HOME  CERTIFICATIC^  CRITERIA 

There  was  considerable  variation  among  nursing  home  certification 
criteria  in  the  four  states.  As  shown  in  Figure  1,  there  were  only  nine 
health-related  criteria  variables  cGramon  to  eill  sites:  mobility,  cognition, 
ability  to  eat/ feed  oneself,  ability  to  use  the  toilet,  and  ability  to  manage 
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VARIABLES    INCLUDED  ON  THE    NURSING   HOME    CERTIFICATION    FORM  AT   THE   S/HMO   SITES 


Medicare 

P1n<;    TI 


SCAN 

Fiflerplan         Sanlor';   PI  nf^ HflflTth   Plan 


Art1v1t1ft.s   of   Dally   I  Ivlnp 
Eating/Feeding 
Toileting 
Bathing 

Dressing  and  Grooming 
Transferring 

Contlnfincfl 

Bladder  Incontinence 
Bowel    Incontinence 

Mobility 

Ambul at ion 

Wheel  ing 

Need  for  Restraint 

Sensory    Trnpal rment 
Vision 
Hearing 
Communication 

P<;yrhnhehav1or«l    Prnhlfim.s 
Disoriented 
Judgment 
Regressive 
Agitated 
Restraint  Order 
Hallucination 
Depression 
Abusive 
Assaultive 
Wandering 

Nursing  Care  and   Therapy[^] 
Parenteral   Meds 
Inhalation  Treatment 
Oxygen 
Suctioning 
Ascetic  Dressing 
Lesion   Irrigation 
Cath/Tube  Irrigation 
Ostomy  Care 
Parenteral    Fluids 
Tube  Feeding 

Bowel/Bladder  Rehabilitation 
Bedsore  Treatment 
Indwelling  Catheter 
Other  (Describe) 
Minor  Skin  Care  and  Dressing 
Intake  and  Output 
Vital    Signs  Every  Four  Hours 
Special  Diet 
Health  Condition^ 

Other  Service  Needs 
Rehab  Services 
Medications 
Skilled  Therapy 


X 
X 

X[c] 


X[d] 

X 

X 

X 

X 

X 


X 
X 
X 
X 

X 
X 
X 
X 
X 


X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 


X(bl 
X[b] 
X 


X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
•X 
X 
X 
X 
X 
X 


[alCalled   •mobility'    in  Medicare  Plus  II. 

(b]V1s1on   and  hearing  were  combined    into  one   item. 

[c]In  Elderplan,  the  variable  was  'speech',  but  some  of  the  categories  were  similar  to  those  used  at 
the  other   sites    in   the  variable  called    'communication.' 

[dJThis  variable  was  called  'alert'  in  Elderplan;  it  is  not  clear  how  comparable  it  is  to 
'orientation. ' 

[elln  order  to  categorize  any  individual  as  nursing  home  certifiable,  points  were  assigned  to  cate- 
gories of  these  variables.  However,  each  site's  scoring  system  varied,  so  it  was  very  difficult  to 
compare  total    scores  derived. 

[flFor  Medicare  Plus  11,  this  measure  of  the  frequency  of  nursing  assistance  required  Is  noted  under 
health  conditions  including  the  specific  nursing  and  therapies   itemized  on  other   site  forms. 
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medications.  Beyond  this,  there  were  nunerous  differences  among  the  four 
sites  in  the  vse  of  additional  criteria  variables  and  of  operationetL 
definitions  and  relative  wei^ting  of  these  variables  in  determining 
eligibility.  Beyond  this,  even  thou^  a  site  mi<^t  not  have  a  specific 
variable  on  its  form,  e.g. ,  bedsore  treatment,  this  factor  would  be  taJcen  into 
consideration  v*ien  making  the  NHC  determination.  Consequently,  only  rx3u^ 
CCTiparisons  could  be  made. 

In  general,  based  on  a  review  of  the  criteria  variables  and  their 
definitions,  nursing  heme  certification  criteria  were  the  roost  striixfent  in 
Medicare  Plus  II  followed  by  Elderplan,  Seniors  Plijs,  and  SC3^  Health  Plan. 
Ihvis,  vAiile  each  site  paralleled  its  state  NHC  form  and  guidelines  to  qualify 
a  member  for  chronic  care  benefits  (and  a  hi^ier  reimbursement  rate) ,  the  NHC 
criteria  were  by  no  means  parallel  across  the  four  demonstrations. 

EXPANDED  ELIGIBIIJTY  CRTIERIA 

Beyond  the  NHC  criteria,  each  site  chose  to  expand  its  eligibility 
criteria  and  provide  at  least  seme  services  to  members  vAio  were  iwt  nursing 
hcsne  certifiable.  Thus,  the  membership  eligible  to  receive  chronic  care 
services  and/or  case  management  was  detiermined  by  interrelated  factors:  the 
stringency  of  state  NHC  criteria  and  the  site's  application  of  these  criteria; 
the  extent  to  v*iich  the  site  permitted  provision  of  chronic  care  services  to 
less  inpaired  members;  and  the  extent  to  vAiich  the  site  provided  case 
management  services  to  members  vAio  did  not  qualify  for  chronic  care  services. 
As  shewn  in  Figure  2,  the  fcur  demonstrations  can  be  placed  en  a  continuum 
ranging  frcm  the  most  restrictive  to  the  least  restrictive  eligibility 
criteria  for  the  chronic  care  benefits  and/or  case  management  services. 

Medicare  Plus  II  made  a  conscious  decision  to  adhere  to  strict 
eligibility  criteria,  a  decision  that  was  guided  by  the  demonstration  sit:e's 
principal  focus  —  learning  to  underwrite  a  long  term  care  benefit.  Among  the 
four  sites,  Medicare  Plus  II  losed  tiie  most  restrictuve  criteria  for 
eligibility  to  receive  chronic  care  benefit:s.  To  qualify,  a  meniber  had  to  be 
nursing  hone  certifiable  and  at  "hi^  risk"  of  nursing  hcane  placement,  meeting 
one  of  the  following  criteria:  cannot  walk,  needs  continuous  assistance; 
needs  total  help  with  feeding  or  int:ravenous  feeding;  dangerous,  violent, 
abusive,  or  needs  physical  restraint;  frequently  confused  or  physically 
wanders;  hi<^y  iiipaired  health  status,  bedbound,  needs  full-time 
nursing-medicail  care  to  maintain  vital  bodily  functions;  cannot  manage 
medications,  needs  daily  help;  needs  total  help  to  use  toilet  or  cannot  use; 
incontinent  three  to  five  times  per  week,  needs  help  three  txj  five  times  per 
week,  or  total  help. 

During  the  first  two  yecurs  of  the  demonstration,  tiiere  was  a  "loophole" 
in  Oregon's  NHC  criteria  viiich  qualified  a  person  as  NHC  if  he/she  was 
incontinent,  but  was  otherwise  functioncilly  independent  and  healthy.  In 
January  1987,  at  HCFA's  request,  the  NHC  criteria  were  revised  to  be 
consistent  wit:h  the  stat:e's  new  interpretation  of  the  inoontineixje  criterion 
Ihe  scoring  for  incontinence  was  adjusted  t:o  correct  for  this  inconsistency 
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Figure  2 

ELIBILITY    CRITERIA   FOR    CHRONIC    CARE    BENEFITS    AND    CASE   MANAGEMENT 


Medicare  Plus  II Eiderpian 


Seniors  Plug 


Eligibility  criteria 
for  chronic  care 
services 


Must   be  Nursing 
Hone  Certifiable 
meeting  strict 
criteria  that 
result  In   "high" 
or  "very   high" 
probability  of 
nursing  home 
placement 


Must  be  Nursing  Home 
Certifiable   (SNF  or 
ICF) 


I 

0^ 


El  iglbinty  criteria 
for  case  management 
services 


Any  member  who  was 
moderately   or 
severely    Impaired 
who  needed  monitor- 
ing or  any   member 
"at  risk"  due  to  an 
unstable  social    or 
medical    situation 


Any   member  who  was 
severely   Impaired 
or  "at  risk"  due  to 
an   unstable  social 
or  medical    situation 


Nursing  Home  certi- 
fiable (SNF  or  ICF), 
or  moderately   Im- 
paired members  for 
whom  early   Interven- 
tion coul  d  prevent 
deterioration 


Any   member  ranging 
from  those  who  were 
severely   or  moder- 
ately  impaired  to 
well    members  who 
only   needed  Infor- 
mation and  referral 


SCAN  Health   Plan 

Eligible  for  admis- 
sion to  a  SNF  or 
ICF   based  on  state 
level-of-care  cri- 
teria,   or   "at  risk" 
of   nursing  home 
placement  based  on 
cl  Inlcal   J  udgnent, 
or  moderately    Itn- 
pal red  members 


Any   member  who  was 
severely   or  moder- 
ately   Impaired,    and 
hospitalized  members 
who  were  functionally 
Independent  but 
needed  short-term 
case  management 


Most  Restrictive  Criteria 


>  Least iJestrlctlve  Criteria 


^ 


between  inpainnent  and  service  needs. 

IXaring  the  first  two  years  of  the  demonstration,  Medicare  Plus  II  also 
provided  case  management  services  to  some  members  not  eligible  for  chrtanic 
care  benefits,  but  judged  to  need  monitoring  by  a  case  manager.  It  was 
r^xjrted,  however,  that  there  V)ould  be  less  monitoring  of  non-NHC  members  in 
the  future. 

At  Elderplan,  the  eligibility  criteria  for  chronic  care  benefits  became 
sli^tly  more  restrictive  over  time.  Initially,  the  eligibility  criteria  vere 
based  on  the  New  York  State  "adapted"  nursing  home  preadmission  scxBening 
form  (the  EMS-I) ,  vAiich  takes  into  consideration  inpairment  and  service  needs 
related  to  home  care  (i.e.,  meal  preparation,  mobility',  aiKi  walking)  as  well 
as  the  need  for  nursing  home  care,  vMch  the  original  CMS-I  form  was  designed 
to  assess.  IXiring  the  second  year,  the  site  began  to  strictly  adherfe  to  the 
original  EMS-I  form  and  scoring  system.  To  qualify  for  chronic  care  services, 
a  member  had  to  meet  the  state  criteria  for  a  Skilled  Nursing  Facility  or  a 
Health  Related  Facility. 

Elderplan  provided  case  management  services  for  members  who  were  not 
nursing  hone  certifiable.  Each  case  manager  had  a  smcill  number  of  clients  v^o 
were  neither  nursing  hcane  certifiable  nor  severely  impaired,  and  v*io  were  not 
receiving  any  chronic  care  services  but  had  been  formally  assessed  and  found 
to  be  in  need  of  monitoring  due  to  an  vmstable  medical  or  social  situation. 

Seniors  Plus  eligibility  criteria  for  chronic  care  benefits  and  case 
management  stated  that  the  person  must  be  nursing  hcaae  certifiable  or  at  risk 
of  nursing  hcane  placement,  based  on  the  preadmission  screening  form  developed 
by  Hennepin  County.  Ihe  "at-risk"  criteria  allowed  for  a  substantial  amount 
of  clinical  judgement  by  the  case  managers.  About  one-h2LLf  of  the  clients 
receiving  services  were  NHC  and  about  one-half  were  classified  at  risk. 

In  addition  to  clients  actively  receiving  dironic  care  services,  each  of 
the  case  managers  also  had  a  sizeable  caseload  of  clients  vtio  were  being 
monitored  on  an  ongoing  basis  due  to  changing  health  and/or  socieil  situations. 
Ihe  caseload  mix  reflected  the  original  Seniors  Plus  intent  to  cast  a  broad 
net  and  provide  preventive  services.  On  the  other  hand,  it  was  edso  reported 
that  based  on  experience  gained  to  date,  the  demonstration  was  COTTsidering 
clarifying  and  ti<^tening  the  long  term  care  eligibility  criteria  for  at-risk 
members. 

Ihe  demonstration  site  with  the  least  restrictive  eligibility  criteria 
for  chronic  care  benefits  and  case  management  was  SCAN  Health  Plan  (SHP) . 
Several  factors  explained  the  less  restrictive  eligibility  criteria.  First, 
the  demonstration  was  designed,  in  part,  to  test  the  ijorpact  of  preventive  care 
for  at-risk  elderly.  Second,  California's  nursing  hcnie  determination  criteria 
edlcwed  for  considerable  professional  judgment  and  leeway  regarding  nursing 
hcn*e  certification.  Ihird,  SHP  provided  short-term  chronic  ccure  services  and 
case  management  to  hospitalized  members.  Fourth,  in  ocaiparison  to  the  other 
demonstration  sites,  SHP  elected  to  provide  regular  monthly  case  management 
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f ollcw-i^  for  members  v4io  were  severely  or  moderately  inpaired  but  were  not 
actively  receiving  chronic  care  services.  In  June  1987,  SHP,  citing  fiscal 
reasons,  presented  a  proposal  to  HCFA  to  change  its  eligibility  criteria  and 
offer  chronic  care  services  only  to  itveanbers  certified  as  NHC. 

QUEUING 

Based  on  the  stringency  of  its  eligibility  criteria,  the  sites  estimated 
between  5  and  14  percent  of  the  membership  would  use  chronic  care  benefits  at 
ar^  one  time  (leutz  et  ed.,  1985) .  However,  vincertainty  about  biased 
selection  was  a  major  issue  in  the  S/HMD.  Because  the  proportion  of  lor^  term 
care  benefit  users  was  projected  to  be  small,  even  minor  variations  fron 
projected  use  oculd  potentially  place  the  sites  in  financial  jecpardy  ani 
stredn  the  service  delivery  system. 

To  protect  against  an  unbalanced  selection  (i.e.,  a  larger  prc^»rtion  of 
impaired  members  than  was  found  in  the  aged  population  in  the  area) ,  the  sites 
were  given  the  option  of  queuing.  Developed  by  Brandeis  University,  the 
queuing  mechanism  categorized  applicants  accordiig  to  their  level  of 
functional  inpainnent.  Ihe  specific  queuing  categories  were: 

o   Severely  Inpaired:  needs  assistance  in  activities  of  dciily  living  (ADL) 
(bathing,  dressing,  eating,  toileting,  transferring)  or  is  bedbound; 

o   Moderately  Impaired:  does  not  need  ADL  assistance  and  is  not  bedbourd, 
but  must  stay  in  the  hcuse  most  or  all  of  the  time,  needs  the  help  of 
another  person  in  getting  around,  needs  a  device  (a  cane,  walker,  or 
viieelchair)  to  get  arcund,  or  has  trouble  getting  around  freely;  and 

o   IMiirpaired  or  Mildly  Inpaired:  does  not  need  ADL  assistance  and  is  not 
bedbound,  does  not  have  trouble  getting  around  freely. 

The  purpose  of  queuing  was  to  maintain  a  case-mix  in  the  S/HMD  pc^xilation 
with  distritutions  on  levels  of  functional  inpairment  representative  of  the 
distriijutions  estimated  for  the  ccajranunity.  Based  on  data  available  from 
national  surveys  of  the  elderly  (1972  Health  Survey;  1977  Current  Medicare 
Survey;  1977  Ifealth  Interview  Study)  and  the  best  data  available  on  ccraraunity 
distributions,  estimates  of  inpairment  were  developed  for  each  site  ranging 
from  3  to  6  percent  for  the  severely  ijipaired,  from  13  to  17  percent  for  the 
moderately  inpaired,  and  from  72  to  82  percent  for  the  unimpaired  or  mildly 
inpaired  (Leutz  et  al.,  1985). 

"Ihe  S/HMD  i^lication  Form  contained  a  set  of  questions  about  the 
applicant's  level  of  functional  inpairment.  All  applications  were  reviewed  by 
the  membership  services  d^)artment,  and  vAien  the  proportion  of  S/HMD  enrollees 
in  either  the  severely  or  moderately  inpaired  categories  exceeded  the 
comraunity  estimates,  the  site  was  permitted  to  place  the  applicant  on  a 
Wciiting  list  xantil  more  uninpaired  persons  became  members. 

Only  three  of  the  sites  chose  to  use  queuing  —  Elderplan,  Seniors  Plus, 

-8- 


and  SCftN  Heeilth  Plan.  Medicare  Plus  II  elected  not  to  queue  preferring  to 
achieve  the  desired  beilanced  enrollment  throu^  effective  marketing. 

As  the  data  in  Table  1  shew,  two  sites  had  sizeable  queues  at  the  end  of 
the  fourth  quarter  of  1986.  At  Elderplan,  the  queue  oontained  123  people, 
v*io,  if  eidmitted,  would  have  increcised  the  severely  iapeiired  membership  at  the 
end  of  the  fourth  quarter  of  1986  from  4.1  to  8.6  percent.  Similarly,  at 
Seniors  Plus  the  queue  oontciined  87  people  v4k>,  if  admitted,  would  have 
increased  the  severely  iirpaired  membership  frcm  7.2  to  11.8  percent. 

MEMBERSHIP  C3\SE-MIX 

Given  the  differences  in  the  eligibility  criteiia  and  processes  at  the 
fcur  sites,  it  was  not  surprising  to  find  that  different  groi^js  of  members 
were  deemed  eligible  for  chronic  care  services.  Table  2  shows  the  mfrnber  and 
proportion  of  the  S/HMO  membership  v*io  were  nursing  home  certifiable,  members 
v*io  were  receiving  chronic  care  services,  and  meanabers  vdio  were  receiving  case 
management  services  only  during  the  fourth  quarter  of  1985  and  1986.  Also 
shewn,  vAiere  available,  are  site  projections  made  about  case-mix  vAien  planning 
the  S/HMD.  These  data  shew  there  was  considerable  variability  between  sites, 
as  well  as  within  a  site  over  time,  in  the  proportion  of  NHC  members,  as  well 
as  the  prcportion  of  members  receiving  chronic  ceurie  services  and  ceise 
management  only.  Medicare  Plus  II  projected  that  only  5  percent  of  its 
membership  would  be  NHC  at  time  of  enrollment  and  that  5  percent  would  be 
receiving  chronic  care  services  at  any  one  time.  By  the  fourth  quarter  of 
1986,  there  were  4,300  S/HWD  members;  6.7  percent  were  NHC,  but  only  4.5 
percent  were  receiving  chronic  care  services.  Another  4  percent  of  the 
members  were  receiving  case  management  services  only  (i.e.,  periodic 
monitoring) .  The  proportion  of  NHC  members  was  larger  than  the  prcportion  of 
members  receiving  chronic  care  for  two  reasons.  First,  the  informal 
caregivers  of  some  NHC  members  were  providing  all  the  needed  services. 
Second,  as  mentioned  above,  a  "loophole"  in  the  NHC  criteria  qualified  scne 
incontinent  members  as  NHC  vho  did  not  actually  need  services.  Thus,  only  67 
percent  of  the  NHC  members  were  receiving  chronic  care  services. 

Elderplan  projected  that  13.8  percent  of  its  mag^ership  would  be  iitpaired 
and  using  chronic  care  services  at  any  given  time.  This  projected  figure  was 
the  hi^est  of  the  four  sites,  reflecting  a  conservative  planning  approach  and 
uncertainty  in  predicting  v*io  would  be  qucilified  as  NHC  using  state  criteria. 

By  the  fourth  quarter  of  1986,  the  S/HMD  had  2,502  members;  4.1  percent 
of  the  members  were  NHC;  only  2.9  percent  were  rieceiving  chronic  ccure 
services,  and  another  2.6  percent  were  receiving  only  case  management 
services.  The  actueil  ccise  mix  was  clearly  different  (i.e.,  less  impaired) 
than  in  origineil  projections.  Like  Medicare  Plus  II,  the  prcportion  of  NHC 
members  was  larger  than  the  prcportion  of  members  receiving  chronic  care 
services,  ^proximately  71  percent  of  the  NHC  members  were  receiving  chronic 
care  services. 

Seniors  Pl\js  projected  that  4.3  percent  of  its  members  would  be  NHC,  but 
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Table  1 
NUIIBER  OF  APPLICANTS  IN  S/HMO  QUEUE  [a] 


4th  Quarter 
1985 

4th  Quarter 
1986 

Elderpl^^n 

Severely   Impaired 

29 

123 

Moderately  Impaired 

6 

0 

Sen1or<;  Pli.q 

Severely  Impaired  14  g? 

Moderately  Impaired  0  o 


SCAN  Health  P1;,n 

Severely  Impaired  0  0 

Moderately  Impaired  0  0 


Source:  S/HMO  Demonstration  Quarterly  Rejjorts.  October  through  December, 
1985  and  October  through  December*  1986. 

[a]Medicare  Plus  II  chose  not  to  use  the  queuing  process. 
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Table     2 
CASE-MIX  COMPARISONS  ACROSS  SITES 
(Number  and  proportion  of  membership) 


ri?^Kflr^  PT"s  II 

Nursing  Home  Certifiable  Members 
Members  Receiving  Chronic  Care  ServlcesCa] 
Members  Receiving  Case  Management  Only 
Total   Membership 

flrlerolan 

Nursing  Home  Certifiable  Members 
Members  Receiving  Chronic  Care  ServlcesCa] 
Members  Receiving  Case  Management  Only 
Total    Membership 

f^ftplnrs  Plus 

Nursing  Home  Certifiable  Members 
Members  Receiving  Chronic  Care  ServlcesCa] 
Members  Receiving  Case  Management  Only 
Total    Membership 

Nursing  Heme  Certifiable  Members 
Members  Receiving  Chronic  Care  ServlcesCa] 
Members  Receiving  Case  Management  Only 
Total   Membership 


Jifl^ 


134 

109 

178 

3189 

58 

37 

52 

770 

50 

60 

35 

433 

46 

100 

28 

1142 


j^as 


Percent  of 
MflwharshlD 


4.2X 

3.4 

5.6 


7.5 

4.8Cb] 

6.0 


11.5 
13.8[b] 
8.0 


4.0 
8.7 
2.4 


PrcJ  ected 
MflwihershlD 


5.0% 

5.0 

N/A 


5.0 
13.8 
N/A 


4.3 
8.5 
N/A 


4.0 

10.0 

N/A 


JiQ^ 


289 

195 

176 

4800 

103 

73 

65 

2502 

122 

185 

140 

1688 

114 

250 

162 

2061 


19fl6 


Percent  of 
Member ship 


6.7X 

4.5 

4.0 


4.1 

2.9[b] 

2.6 


7.2 

ll.OCb] 
8.2 


5.5 

12.1 

7.9 


Prqj  ected 
MemhershiD 


5. OX 

5.0 

N/A 


13.8 

13.8 

N/A 


4.3 
8.5 
N/A 


4.0 

10.0 

N/A 


Tource:      S/HMO   Demonstration   Quarterly   Reports.    October    through   December.    1985    and    October    through   December, 

ro":Lretr;tran:p:;Lri:r:e°r:i:::"^Scir:rc"Ls   memhers   who    receive    either/or    transportation   and 
[HTh:t:urtr:if:g:arrag;inst    biased    selection   was    being   used    at    the    end   of    the   quarter. 


8.5  percent  of  its  meambers  would  be  receiving  chronic  care  services  —  a 
reflection  of  expanded  eligibility  criteria  and  a  preventive  approach.  By  the 
fourth  quarter  of  1986,  the  S/HMO  had  1,688  members;  7.2  percent  of  the 
members  were  NHC;  11.0  percent  were  receiving  chronic  care  services,  and  an 
additional  8.2  percent  were  receiving  only  ceise  management  services.  The 
case-mix  reflected  the  Seniors  Plus  eitphasis  on  providing  chronic  care 
services  for  preventive  purposes. 

Like  Seniors  Plus,  SCAN  Health  Plan,  CSHP)  projected  that  a  larger 
prcporticxi  of  its  membership  would  receive  chronic  care  services  (10.0%)  than 
would  be  NHC  (4.0%) .  Like  Seniors  Plus,  the  SHP  case-mix  projections  were 
sanehtot  lew,  and  the  membership  was  more  inpeiired  than  anticipated.  By  the 
fourth  quarter  of  1986,  EHT-  liad  2,061  members;  5.5  percent  of  the  me.nbers  were 
NHC;  12.1  percent  were  receiving  chronic  care  services,  and  7.9  percent  were 
receiving  only  case  management  services. 

o   Ihere  were  apparent  inconsistencies  between  the  stringency  of  state  NHC 
criteria  and  the  prcportion  of  members  ultimately  determined  to  be  NHC. 
For  example,  v*iy  did  SCAN  Health  Plan  with  its  seerair^ly  liberal  NHC 
criteria  have  relatively  few  NHC  members?  Why  did  Seniors  Plus,  with  its 
fairly  tight  NHC  criteria,  have  so  many  NHC  members?  Why  did  the 
prcportion  of  NHC  members  increase  at  two  sites  (Medicare  Plx;is  II  and 
SCAN  Health  Plan)  and  decrease  at  the  other  two  sites  (Elderplan  and 
Seniors  Plus)  during  the  second  year  of  the  deraonstration? 

o   Queuing  was  designed  to  safeguard  against  biased  selection,  yet  the  data 
suggest  that  queuing  was  not  working  as  intended.  For  example,  durir^ 
the  fcurth  quarter  of  1986,  Elderplan  had  a  queue  of  123  severely 
inpaired  applicants  (see  Table  1) ,  yet  both  the  prcportion  of  members  v*io 
were  NHC  (4.1%)  and  the  prcportion  of  members  actually  receiving  chronic 
care  services  (2.9%)  were  well  belcw  the  projected  proportion  of  severely 
iitpeiired  members  (5.5%) .  Given  these  data,  vftiy  was  the  queue  operating? 
It  appears  that  at  least  a  portion  of  the  applicants  on  the  queue  should 
have  been  admitted  to  the  S/HMD. 

o   These  data  also  indicate  a  need  for  better  data  to  project  inpeiired 
membership.  By  the  end  of  the  fourth  quarter  of  1986,  there  was 
considerable  variation  between  the  projections  and  the  actual  impaired 
membership.  Since  these  projections  also  reflected  budget  assuitptions 
about  the  S/HMD,  this  variation  potentially  beccmes  an  uiportant  issue. 
These  unanticipated  findings  regarding  case-mix  in  the  S/HMD  and  the 
questions  raised  will  be  explored  in  subsequent  evaluation  reports. 

PRIMARY  CASE  MANAGEMENT  ROIES 

In  large  part,  the  roles,  responsibilities,  and  authority  given  to  the 
case  management  cxarponent  of  the  S/HMD  demonstrations  were  determined  by  the 
organizational  model.  The  organizational  model  was  also  a  key  determinant  of 
Ccise  management  d^»rtment  linkages  to  the  leurger  S/HMD  delivery  system. 
Indeed,  the  organizational  model  often  determined  vAiether  the  case  managers 
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had  direct  cxsntrol  over  a  functioiVservice  or  vftiether  the  case  manager's  role 
was  primarily  that  of  coorxainating  with  an  existing  health  care  provider. 

By  design,  the  S/HMD  demonstrations  were  allowed  flexibility  in 
developing  their  organizational  models  "as  long  as  the  responsibility  for 
integrating  the  full  range  of  acute  and  long  term  car«  services  was  assumed  by 
an  identifiable  agency  or  a  grxx?)  of  agencies  acting  in  concert"  rLaitz  et 
al.,  1985).  ^ 

Figures  3-6  summarize  the  linkages  between  the  ocsiponents  of  each  of  the 
four  S/IMD  delivery  systems  and  the  case  management  functions.  A  more 
detailed  discussion  of  case  management  department  linkages  with  the  S/HMD 
service  delivery  system  is  provided  in  Ztlachmeail  A. 

A  number  of  the  roles  of  the  case  managers  at  each  of  the  sites  iiere 
quite  similar  and  tended  to  reflect  traditional  case  management  functions 
(e.g. ,  assessment,  care  planning,  and  service  arrangement) .  Ihe  primary 
differences  in  case  manager  roles  among  the  four  demonstrations  were  related 
to  utilization  review  and  discharge  planning  functions.  Figure  7  hii^i^ts 
the  similarities  and  differences  in  case  management  roles  at  the  four  S/HMD 
sites. 

SCREENING/ASSESSMENT 

All  of  the  sites  designated  the  case  management  ccjtponent  of  the  S/HMD  as 
the  member's  single  entry  point  into  the  lorq  term  care  system.  The  site  case 
management  directors  worked  in  conjunction  with  Brandeis  Iftiiversity,  vMch 
provided  technical  assistance  to  the  S/HMDs  in  order  to  develop  two  principal 
screening/assessment  instruments  for  the  S/HMD:  the  baseline  Health  Status 
Form  (HSF)  and  the  Oorrprehensive  Assessment  Form  (CAF) .  Many  of  the 
procedures  for  screening  and  assessing  the  S/HMD  members  for  eligibility  for 
chronic  care  services  were  similar  at  each  site,  but  there  were  also  iitportant 
differences. 

Each  new  enrollee  in  the  S/HMD  received  by  mail  an  HSF  with  questions 
concerning  the  member's  health  status,  functional  limitations,  prior  and 
current  utilization  of  acute  and  long  term  care  services,  and  sociodemogr^liic 
information.  At  edl  sites,  the  case  management  department  was  responsible  for 
reviewing  the  HSF  and  conducting  a  followup  telephone  screen  to  obtain  missing 
information  or  clarify  responses.  As  case  management  caseloads  grew, 
telefiione  screens  were  conducted  less  frequently.  Ihe  HSF  was  used  to  make  an 
initial  determination  about  eligibility  for  chronic  care  services.  At  all 
sites,  members  classified  as  iminpaired  or  mildly  iitpaired  were  not  eligible 
for  chronic  care  benefits  or  case  management  unless  their  health  status 
declined  at  a  later  date. 

In  accorxiance  with  their  original  site  protocols,  the  sites  used 
different  standards  to  determine  v*io  should  receive  the  in-person 
Ccnprehensive  Assessment  Form  (CAF)  that  was  used  to  make  a  final 
determination  about  eligibility  for  chronic  care  benefits.  At  Medicare  Plus 
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Figure  3^ 
CASE  MANAGEMENT  LINKAGES  WITH  THE  S/HMO  DELIVERY  SYSTEM:   MEDICARE  PLUS  II 
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Figure    4 

CASE   MANAGEMENT    LINKAGES   WITH  THE   S/HMO   DELIVERY   SYSTEM:      ELDERPLAN 
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Figure  5 

CASE   MANAGEMENT    LINKAGES    WITH  Tffi   S/HMO   DELIVERY   SYSTEM:      SENIORS    PLUS 
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Figure  6 

CASE  MANAGEMENT  LINKAGES  WITH  THE  S/HMO  DELIVERY  SYSTEM:   SCAN  HEALTH  PLAN  (SHP) 
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Figure  7 
PRIMARY  CASE  MANAGEMENT  ROLES 
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II,  CAFs  were  ocnpleted  by  a  case  manager  on  all  new  enrollees  v*o  HSF  cJata 
indicated  were  bedbcund  or  in  need  of  assistance  with  two  or  more  activities 
of  daily  living. 

At  the  three  other  sites,  the  CAF  was  administered  by  a  case  manager  to 
any  member  v*io  was  bedbound  or  vmable  to  perform  one  or  more  activities  of 
daily  living.  In  addition.  Seniors  Plxos  and  SCAN  Health  Plan,  v*iich  elected 
to  provide  chronic  care  benefits  and/or  case  management  to  moderately  inpaired 
members,  routinely  comipleted  a  CAF  on  moderately  impaired  members  prior  to 
iirplementing  services.  At  all  of  the  sites,  the  CAF  was  also  administered  to 
members  vAicm  a  case  manager  had  judged  to  be  in  need  of  services  after 
reviewing  specific  responses  to  HSF  questions  (e.g. ,  a  projqr  respcmdent 
reporting  that  the  member  had  severe  memory  loss) . 

Ihe  CAF  is  a  questionnaire  covering  the  client's  health  ccnditidns, 
medications,  functional  impedrment,  mental  status,  social  interaction,  help 
received  frcm  informal  caregivers,  and  current  ard  past  service  utilization. 
Ihe  CAF  is  sufficiently  detailed  to  generate  the  information  necessary  to  meet 
the  different  nursing  hcnne  level-of-care  certification  requirements  of  the 
four  sites.  After  the  CAF  is  ocnpleted,  the  case  manager  determines 
eligibility  for  chronic  care  services. 

Considerable  time  and  money  were  spent  developir^  ani  refining  the  HSF 
and  the  CAF.  Both  instruments  had  stanianiLzed  data  sets  (with  optional 
questions  added  at  each  site) .  These  protocols  were  potentially  useful  not 
only  for  the  case  managers  vAio  used  data  frcm  these  instnmnerrts  as  the  basis 
for  care  plans,  but  also  for  evaluating  program  outocraes. 

Because  eligibility  criteria  for  chronic  care  benefits  were  not 
standardized,  the  demonstrations  did  not  standardize  the  criteria  used  to 
require  administration  of  the  CAF.  Each  site  did  obtciin  a  baseline  CAF  on  all 
members  vdio  were  NHC,  all  menobers  v*io  had  two  or  more  ADL  impairments,  all 
members  v4io  r^xorted  having  to  stay  in  bed  all  or  most  of  the  time  becaxise  of 
a  health  problem,  and  on  members  receiving  chronic  care  services  for  reasons 
beyond  the  above  criteria.  Beyond  these  minimum  criteria,  CAF  data  were 
available  on  substantially  different  proportions,  and  presumably  different 
types,  of  members  at  each  site. 

CARE  PLANNING  AND  SERVICE  ARRANGEMEbfT 

After  eligibility  for  services  was  determined,  a  case  manager  developed  a 
plan  of  care.  While  not  identiccil,  the  key  conponents  of  care  planning  were 
similar  across  sites  and  included:  a)  developing  problem-oriented  care  plans 
with  specific  objectives,  scope,  and  duration  of  services;  b)  exploring  care 
options  with  the  client  and  the  family;  c)  explaining  service  costs  and 
ccpayments  to  the  client  and  family;  d)  reinforcing  and  si^porting  family 
caregiving;  and  e)  developing  the  most  cost-effective  mix  of  services  within 
the  constraints  of  the  benefit  package. 

Sites  differed  scmevAiat  on  the  procedures  used  to  link  the  assessment  aiti 
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care  planning  proc3esses.  At  three  sites  —  Elderplan,  Seniors  Pliis,  and  SHP 
—  each  new  member  assessed  as  eligible  for  chronic  care  services  or  case 
management  was  reviewed  at  a  case  conference  meeting.  A  summary  of  key 
variables  on  the  CAF  was  presented,  along  with  the  prcposed  service  plan  by 
the  assigned  case  manager.  Questions  concerning  level  or  intensity  of  services 
were  resolved  at  the  grcx?)  meeting,  thereby  increasing  ccaoparability  between 
case  managers  regarding  assessed  need  and  levels  of  service  authorized. 

At  Medicare  Plus  II,  for  the  first  year  and  a  half  of  the  demonstration, 
all  new  cases  were  presented  at  case  conferences.  Subsequently,  case  managers 
selected  only  difficult  or  problem  cases  for  presentation  and  discussion. 
However,  all  initial  care  plans  had  to  be  approved  by  the  case  management 
director  or  the  lead  resoiorce  coordinator. 

At  all  sites,  the  case  managers  were  responsible  for  coordinatirtg  the 
fairly  comprehensive  array  of  institutional  and  community-based  long  term  care 
services  that  constituted  the  chronic  care  benefit  package.  A  large  portion 
of  each  case  manager's  time  was  spent  making  arrangements  for  chrtanic  care 
services,  including  selecting  the  vendor  to  provide  the  service  if  it  was  a 
contracted  service  and  arranging  the  service  days  and  hours.  In  addition  to 
arranging  for  covered  chronic  care  services,  at  each  of  the  sites  the  case 
managers  routinely  contacted  non-S/IMD  service  providers  to  obtain  information 
or  refer  members  for  services  not  covered  by  the  S/HMD,  such  as  legal  help, 
social  security,  shared  housing,  home  delivered  meeds,  friendly  visitors, 
senior  centers,  etc. 

All  sites  emphasized  involving  and  si5:porting  informal  caregivers. 
Face-to-face  meetings  or  tel^jhone  calls  were  conducted  with  caregivers  to 
negotiate  care  plans,  expledn  benefits  and  copayments,  clarify  client  needs, 
help  the  family  accqpt  client  disabilities,  facilitate  family  interaction, 
identify  tasks  family  menibers  could  reasonably  do,  and  prtjvide  si^port  for 
family  caregiving  efforts.  All  sites  had  written  guidelines  specifying  that 
no  chronic  care  services  could  be  authorized  without  first  ejqjlorirg  the 
availability  of  potentieil  help  frcm  informal  caregivers. 

MONITORING  QflOTIC  CARE  SEFVICES 
AND  RESOURCE  ALDOCATKaT 

For  clients  initially  receiving  community-based  services  anc3/or  hcane 
care,  case  managers  closely  monitored  needs  ani  services  via  frequent 
telephone  calls  with  the  client  and/or  family.  In  addition,  the  case  managers 
participated  in  weekly  case  conferences  during  viiich  individual  members  and 
their  care  plans  were  reviewed.  In  large  part,  the  case  conferences  served  a 
qucility  assurance  and  utilization  review  function  for  chronic  care  services. 
Once  new  services  were  in  place  and  working  well  telephone  monitoring  became 
less  frequent,  ranging  frcm  once  a  month  to  once  every  three  mcHiths. 

At  all  sites,  clients  vAio  were  NHC  had  to  be  recertified  every  three 
months  losing  the  state  nursing  home  certification  form.  The  ceise  managers 
were  zlLso  required,  at  six-month  intervals,  to  conduct  an  in-person  formal 
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reassessment  of  health,  functional  status,  and  service  needs  for  all  clients 
actively  receiving  chronic  care  services.  This  reassessment  was  a  scaled-down 
version  of  the  Oomprehensive  Assessment  Form  with  standartiized  key  questions 
at  eu.1  sites. 

Generally,  S/HMD  case  managers  viewed  this  reassessment  prtscess  as  extra 
work  not  essential  for  monitoring  and  managii^  the  care  of  the  client.  Many 
case  managers  felt  that  frequent  contact  with  the  person  and/or  family 
provided  sufficient  information  to  modify  care  plans  without  a  formal 
reassessment.  By  the  end  of  the  second  year.  Medicare  Plus  II  and  SHP  were  on 
schedule  in  conducting  reassessments,  but  Seniors  Plus  and  Elderplan  were 
running  far  behind  schedule. 

At  each  of  the  sites,  one  of  the  primary  roles  of  the  case  manager  was 
resource  allocation  —  authorizing  and  overseeir^  the  members'  chronic  care 
service  use  and  costs.  In  most  cases  this  reqviired  the  development  of  a 
long-term  chronic  care  service  vitilization  plan  in  order  to  prevent  clients 
from  exhausting  their  benefits. 

Ihe  sites  varied  on  the  maximum  annual  chrcaiic  care  benefit:  Medicare 
Plus  II  offered  the  greatest  coverage  ($12,000) ,  followed  by  SCAN  Health  Plan 
($7,500),  Elderplan  ($6,500),  and  Seniors  Plus  $5,000  annually  and  $6,500 
lifetime  for  nursing  heme  services.  The  sites  also  had  somevAiat  different 
benefit  periods  and  cost-sharing  arrangements  (for  a  detailed  discussion  of 
the  chronic  care  benefits  and  copayments  see  Chapter  4) . 

It  is  inportant  to  place  in  perspective  the  actual  dollars  that  were 
available  for  a  case  manager  to  draw  on  vAien  developing  a  care  plan.  An 
impaired  person's  S/HMD  chronic  care  budget  was  not  large.  For  example,  at 
SHP,  with  a  fairly  generous  $7,500  annual  benefit,  the  average  monthly  benefit 
was  $625  or  $140  per  week.  If  an  elderly  person  with  Alzheimer's  disease 
needed  day  care  three  days  a  week  at  $27  a  day  and  a  home  health  aide  to 
assist  the  family  with  the  member's  personal  care  needs  for  two  hours  at  $8.75 
per  hour  on  the  days  v4ien  day  care  was  not  attended,  the  weekly  cost  would  be 
$151,  v*iich  would  exceed  the  $140  budget.  For  mesmbers  with  short-term  or 
time-limited  chronic  care  service  needs,  benefit  limits  usually  posed  no 
problem.  For  a  hi<^y  inpaired  person  requiring  services  on  an  ongoing  basis, 
services  had  to  be  carefully  allocated  to  maximize  member  benefits. 

To  date,  it  appears  that  the  case  managers  have  been  able  to  monitor  and 
maximize  benefits  with  considerable  success.  For  example,  during  the  fourth 
quarter  of  1986,  the  sites  reported  that  only  a  small  number  of  members  had 
ejdiausted  their  benefits:  Medicare  Plus  II  (1  member) ;  Elderplan  (4  members)  ; 
Seniors  Plus  (7  members) ;  and  in  SCAN  Health  Plan,  no  members  exhausted  their 
benefits.  For  Seniors  Plus,  vAiich  also  had  the  smallest  annual  chronic  care 
benefit,  the  prcportion  of  members  eidiausting  their  benefits  was  less  than  .01 
percent.  IXuring  the  fourth  quarter  of  1985,  even  fewer  meaiibers  exhausted 
their  benefits. 

Althcu^  the  level  of  sophistication  varied  considerably  across  sites, 
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each  demonstration  had  developed  some  mechanism  to  monitor  chronic  care 
service  use  and  costs  over  time. 

Medicare  Plus  II  had  a  coijxtterized  service  authorization  program,  vfeLch 
the  case  managers  used  to  enter,  on  a  Ccise-by-case  basis,  data  on:  the 
provider  (vendor  or  cccpany  f ran  v4iich  services  were  purchased) ;  the  type  of 
service  provided,  beginning  and  end  of  the  service  period,  frequency  of  the 
service  and  the  number  of  service  units;  and  the  unit  costs  for  each  service. 
The  coirputer  then  ccilculated  total  costs  authorized  for  the  service  period  ard 
year-to-date. 

Each  case  manager  was  responsible  for  correcting  the  authorization  forms 
if  the  service  plan  changed  or  sane  authorized  services  wero  not  delivered. 
The  major  weataiess  of  this  cost  monitoring  system  was  that  it  was  not  directly 
linked  to  the  actual  billing  and  payment  records.  The  authorization  forns  were 
sent  to  Kaiser's  central  billing  system  and  no  vinauthorized  services  were 
paid;  however,  at  the  end  of  the  second  year  of  the  denonstration  there  was 
no  systematic  procedure  for  making  adjustments  for  service  cost  authorized, 
but  unused.  Consequently,  a  member  could  be  entitled  to  more  services  than 
allocated,  because  the  actual  services  xosed  were  less  than  the  services 
authorized.  For  example,  a  case  manager  mi^t  have  authorized  a  home-health 
aide  for  three  hours,  three  days  a  week  for  a  one-manth  period,  but  eifter  two 
w§eks,  the  member's  hesilth  iirproved  and  the  aide  was  no  longer  needed. 

At  Elderplan,  service  authorization  forms  had  not  been  corputerized  by 
the  end  of  the  second  year.  Chronic  care  services  were  authorized  based  on  a 
care  plan  that  was  certified  and  approved  for  90  days.  Case  managers 
contacted  vendors  and  verbally  agreed  to  the  plan  of  care.  The  case  manager 
then  filled  out  a  separate  Authorization  for  Service  form  for  each  service  and 
submitted  the  form  to  the  case  management  clerk.  A  Monthly  Service  Summary 
was  also  completed  by  the  case  manager,  listing  all  services  and  costs,  and 
forwarded  to  the  Finance  Department. 

Upon  receipt  of  a  monthly  statenvent  fron  the  vendor,  the  case  management 
clerk  ccirpared  the  bill  with  the  case  manager's  service  summary.  If  these 
documents  did  not  agree,  discr^ancies  were  resolved  prior  to  the  bill  being 
forwarded  to  the  Finance  Department  for  payment. 

Althou^  this  system  worked,  it  was  cumbersome  and  time-consuming;  each 
service  required  a  s^aarate  authorization  form  and  the  case  managers  had  to 
manually  corpite  costs.  Ihe  real  weakness  of  the  system  was  that  the  finance 
d^)artment  was  also  not  corputerized.  At  the  end  of  the  second  year  of  the 
demonstration,  there  Wcis  a  backlog  of  uiprocessed  claims.  Since  the 
cross-check  between  chronic  ceure  services  authorized  and  actusdly  billed  was 
2lLso  not  \jp  to  date,  ceise  managers  could  oily  approximate  actued  services  xosed 
and  eissociated  costs  based  on  authorized  levels  of  service. 

At  Seniors  Plx;is,  utilization  and  costs  of  chronic  care  services  were 
monitored  via  a  ccnputerized  caie  plan  that  specified  the  type  of  service,  the 
provider,  the  start  date,  the  review  date,  the  frequency,  the  unit  cost  per 
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service,  and  the  toted  cost.  All  authorized  services  required  review  at  least 
every  six  months.  Most  care  plans  were  reviewed  nore  frequently.  Ihere  was 
cilso  a  conputerized  program  to  make  changes  in  the  ccire  plein. 

Ihe  authorization  forms  for  chronic  care  services  were  manually  catpleted 
by  the  case  managers  and  the  data  entered  into  the  ocmputerized  care  plan  by 
an  administrative  assistant.  Ihe  vpdated  care  plan  was  then  xised  by  the  case 
manager  to  identify  potenticLL  problems.  Members  vAiose  care  plans  exceeded 
$400  per  month  were  flagged  for  special  review,  as  well  as  any  menibers  v4io  had 
less  than  $1,500  left  in  their  chronic  care  service  bijdget  for  the  benefit 
year.  At  Seniors  Plus,  there  was  a  direct  link  between  service  authorizations 
and  paid  cledms.  All  vendor  bills  were  entered  into  the  system  v^xiatirg  the 
records  to  shew  cai]y  those  services  actually  vised  h^  a  meanbeiv. 

At  SCAN  Health  Plan,  chronic  care  service  plans  and  service  authorization 
forms  were  ocmputerized.  Hcwever,  all  care  plans  were  first  hand  written  arxi 
then  carputerized  after  the  plan  had  been  approved  by  the  case  management 
director.  After  a  plan  was  approved,  the  case  manager  entered  the  approved 
services  on  a  ccmputerized  Purchase  of  Service  Authorization  (PSA)  Form. 
Copies  of  the  PSA  were  then  sent  to  the  member,  the  vendor  frcm  viiom  the 
service  was  purchased,  and  the  SCAN  finance  department. 

If  any  bill  exceeded  five  percent  of  the  PSA,  the  accounting  department 
sent  the  bill  to  the  case  management  department.  It  was  then  the  case 
managers  responsibility  to  review  the  bill,  and  make  any  needed  corrections  on 
the  ccaaputerized  PAS. 

A  second  cost  check  was  also  built  into  the  SHP  system.  A  case  manager 
could  write  a  PSA  for  an  amount  hi^er  than  specified  in  the  plan,  but  the  PSA 
was  held  in  the  ccnputer  until  the  case  management  director  authorized  the 
PSA,  using  a  special  (hi^-cost)  PSA  authorization  program,  vAiich  only  the 
case  management  director  could  access. 

UTHJZAna^  review 

utilization  review  for  S/HMO  clients  vAio  were  hospitalized  or  placed  in  a 
nursing  heme,  was  one  of  the  functions  for  vAiich  case  manager  responsibilities 
varied  considerably  among  the  four  sites. 

In  Medicare  Plus  II,  the  S/HMO  case  managers  were  not  responsible  for 
hospital  utilization  review.  This  role  was  performed  by  the  Kaiser 
utilization  review  teams,  vAio  performed  this  function  at  the  two  Kaiser-owned 
hospitals  in  Portland.  Case  managers  were  also  not  responsible  for  nursing 
home  utilization  review.  This  function  was  performed  for  S/HMD  clients  by  the 
SNF  review  coordinator  v4io  did  SNF  utilization  review  for  all  Kaiser  patients 
placed  in  contracted  hcanes  throu^out  the  service  area.  The  S/HMD  Ccise 
managers  coordinated  eis  needed  with  the  Kaiser  hospital  eind  nursing  home 
utilization  review  teams.  VJhile  no  problems  were  reported  with  these 
arrangements  for  utilization  review,  there  Wcis  little  evidence  of  close 
working  relationships  between  the  two  grcx^js  of  professioncils. 
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At  Seniors  Plus,  as  at  Medicare  Plus  II,  the  case  inanagers  were  not 
directly  responsible  for  either  hospital  or  SNF  utilization  rwiew.  Hospital 
utilization  review  for  S/HMD  clients  in  Seniors  Plus  was  performed  by  the 
Groi^  Health,  Inc.  utilization  review  staff,  vAio  performed  this  function  for 
all  Groi^  Health  members  admitted  to  contracted  hospitals.  For  each  hospital 
patient,  review  staff  visited  the  hospital  to  review  the  chart  for  the  overall 
appropriateness  of  care  and  length  of  stay;  determined  if  services  could  be 
provided  in  a  less  intensive  setting;  and  assessed  the  quality  of  care 
provided.  ^    ^ 

When  the  utilization  review  coordinators  found  a  Seniors  Plus  "marker"  on 
the  patient's  medical  record,  they  routinely  checked  with  the  snjtrt  case 
management  department  to  determine  if  the  person  had  an  assigned  case  manager 
and  then  obtained  additional  information  about  the  client,  ihe  care  plan  and 
discharge  plan  were  also  closely  coordinated  with  the  S/HMD  case  manager. 

SNF  utilization  of  S/HMD  members  was  reviewed  by  a  geriatric  nurse 
practitioner  v4io  performed  this  role  for  all  elderly  in  the  Group  Health  plan 
but  who  had  a  special  interest  in  the  S/HMD  concert:  and  worked  closely  with  ' 
the  S/HMD  case  managers.  The  nurse  practitioner  attended  the  initial  case 
conference  in  the  contracted  nursii>g  homes  and  consulted  in  the  authorization 
of  services.  Ongoing  i^bilization  review  was  primarily  for  quality  assurance 
purposes,  but  chronic  care  benefit  coverage  was  also  monitored. 

At  Elderplan,  one  case  manager  (an  RN)  was  designated  as  the  S/HMD 
utilization  review  coordinator.  With  respect  to  hospital  utilization  review 
the  case  manager  was  given  responsibility  for  authorizirg  each  S/HMD  patient's 
expected  length  of  stay  based  on  the  PAS  geriatric  and  then  ccmnunicatim  the 
ejqsected  length  of  stay  to  all  the  involved  disciplines. 

Ihis  proved  to  be  a  formidable  task  for  several  reasons:  only  contracted 
medical  specialists  had  admitting  privileges  at  the  principal  hospital  used  by 
S/HMD  patients  (i.e.,  Maimonides  Medical  Center) ;  the  S/HMD  primary  care 
physicians  did  not  have  admitting  privileges  at  the  hospital  (until  the  third 
year  of  the  demonstration)  but  were  able  to  monitor  S/li«D  patients  in  the 
hospital;  and  there  were  numerous  interns  providing  routine  care  on  the 
hospital  floor  at  the  principal  hospital.  In  addition,  Elderplan  had 
contracts  with  two  other  hospitals,  v*u.ch  the  case  manager  had  also  to  visit 
in  order  to  monitor  S/HMD  patients.  At  both  these  hospitals,  the  S/HMD 
primary  care  physicians  had  admitting  privileges,  so  coordination  was  qreatlv 
facilitated. 

At  Elderplan,  the  case  management  utilization  review  coordinator  was  also 
responsible  for  SNF  utilization  review  in  the  nursing  homes  run  by  the  S/HMD 
sponsor,  Metropolitan  Jewish  Geriatric  Center.  All  nursing  hone  patient 
charts  were  reviewed  once  a  week.  Ihe  primary  purpose  of  the  ongoing  review 
process  was  to  reassess  the  potential  for  hcsne  care.  Unlike  the  hospital 
utilization  review,  the  nursing  hcane  utilization  review  caused  the  site  no 
reported  problems. 
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utilization  review  for  hospital  patients  in  SCAN  Health  Plan  was  done  by 
the  SCAN  insdiccil  director.  Once  a  month,  the  medical  director  met  with  10-15 
physicians  in  the  contracted  medical  gxxiup  to  discuss  utilization  data  and 
conduct  a  review  of  all  S/HMD  cases  with  hi^ier  than  average  utilization 
rates.  In  addition,  the  medical  director  received  a  list  each  day  of  all 
hospitalized  SHP  members  and  if  any  prciblems  arose,  the  chart  was  reviewed 
with  the  primary  Ccire  physician.  An  RN  ccise  manager  cilso  performed 
utilization  review  for  "planned  elective"  admissions.  This  case  manager  also 
prepared  post-acute  care  plans  for  these  admissions.  Fii^sLLly,  both  the 
madiceil  director  and  director  of  case  management  were  members  of  the  hospitad 
quality  assurance  board,  vAiich  met  monthly. 

Nursing  home  utilization  review  for  SCAN  Health  Plan  was  the 
responsibility  of  one  case  manager  (an  RNf  \iho  attended  a  weekly  teaitf 
conference  at  the  primary  SNF.  Ihe  case  manager  reviewed  S/HMD  member  care 
plans  and  encouraged  nursing  home  staff  to  consider  potential  for  discharge  to 
hcaoB  care.  Ihe  case  manager's  role  as  the  SNF  utilization  reviewer  inclxjded 
both  quality  assurance  and  cost  control  reviews. 

DISCHARGE  PLANNING 

Like  utilization  review,  discharge  planning  was  another  function  in  which 
the  roles  ani  responsibilities  of  the  case  managers  differed  substantially 
across  the  demonstration  sites.  S/HMD  members  at  all  sites  were  entitled  to 
SNF/ICF  and  hcsore-care  services  traditionally  provided  under  Medicare 
guidelines.  Ihe  chroiic  care  benefit  si^plemented  services  traditionally 
available. 

Hospital  discharge  planning  for  S/HMD  clients  was  not  the  responsibility 
of  the  S/HMD  case  managers  at  Medicare  Plus  II.  Ihe  case  managers  received  a 
list  fran  two  Kaiser-owned  hospitals  with  the  names  of  all  S/HMD  clients 
admitted  to  each  hospital.  Ihe  Kaiser  discharge  planners  called  the  case 
managers  if  th^  thou^t  the  person  was  qualified  for  S/HMD  chronic  care 
benefits. 

At  Medicare  Plx:is  H,  hospitalized  members  were  generally  not  formally 
assessed  with  the  CAF  vAiile  still  in  the  hospital.  Ihey  were,  hcwever, 
assessed  for  nursing  hone  certification  by  one  of  the  case  managers.  If  the 
member  qualified,  a  care  plan  was  jointly  developed  by  the  discharge  planner 
and  the  case  manager.  If,  at  the  time  of  discharge,  the  member  qualified  for 
either  nursing  home  or  home  care  under  traditional  Medicare  criteria,  the 
chronic  care  benefit  was  not  activated,  and  the  Kaiser  discharge  planner 
eissumed  responsibility  for  the  care  plan  and  follcw-v:?). 

SNF  discharge  planning  for  S/HMD  clients  was  generally  not  the  case 
manager's  responsibility  at  Medicare  Plus  II.  Limited  discharge  planning  was 
performed  by  the  Kaiser  SNF  Review  Coordinator,  but  primary  responsibility  for 
discharge  planning  belonged  to  each  contracted  SNF  facility.  If  the  patient 
appeared  to  be  eligible  for  chronic  care  benefits,  discharge  planning  was 
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cxxDrdinated  with  the  S/HMD  case  managers.  No  problems  were  r^x>rted  by 
Medicare  Plus  II  with  these  arrangements  for  discharge  planning  for  S/HMD 
clients  in  hospitals  or  nursing  homes. 

At  Seniors  Plus,  all  hospital  discharge  planning  for  S/HMD  clients  was 
done  by  Groip  Health  Continuing  Care/Discharge  Planners  v*io  performed  this 
function  for  all  Groi^  Health  members.  The  primary  role  of  the  discharge 
planner  was  to  facilitate  patient  discharges  frcm  the  contracted  hospitals. 

For  S/HMD  members,  the  discharge  planners  reported  having  itore  cptions 
with  respect  to  coverage  for  nursing  home  care  and  hcaie-care  services,  often 
making  early  discharge  possible.  The  discharge  planners  reported  workirg 
closely  with  the  S/HMD  case  managers  to  ensure  tliat  follow-v^  services  were  in 
place  at  the  time  of  discharge. 

SNF  discharge  planning  at  Seniors  Plvis  was  done  by  the  geriatric  nurse 
practitioner  v*io  was  in  charge  of  nursing  home  management  for  all  Grcuxp  Health 
members.  Ihe  geriatric  nurse  practitioner  worked  closely  with  the  S/HMD  case 
managers,  the  client,  and  the  family  throu^out  the  client's  nursir^  hone  stay 
and  at  the  time  of  discharge.  In  general,  the  goal  was  to  discharge  members 
to  their  hcnes  with  long  term  care  services  if  feasible.  The  nurse 
practitioner  r^)orted  that  the  chronic  care  benefits  made  it  much  easier  to 
return  S/HMD  members  to  their  homes  (than  elderly  Group  Health  members  vdio 
were  not  S/HMD  members)  becaxose  the  needed  services  would  be  covered  under  the 
chronic  care  benefit. 

In  contrast  to  Medicare  Plus  II  and  Seniors  Plus,  Elderplan  found 
ho^ital  discharge  planning  to  be  quite  problematic.  Ihe  case  manager  vdio 
handled  hospitcil  utilization  review  was  eilso  re^xsnsible  for  discharge 
planning.  Essentially,  the  case  manager  had  the  responsibility,  but  did  not 
actually  have  the  authority,  to  control  discharge  planning. 

Because  the  S/HMD  primary  care  physicians  did  not  have  admitting 
privileges  at  the  hospital  of  choice  for  most  S/HMD  members  (Maimonides 
Medical  Center) ,  at  best,  the  case  manager  "facilitated"  discharge  planning 
(e.g. ,  encouraged  timely  discharge,  arranged  transportation,  and  made  sure 
community  or  hone  services  were  in  place) .  At  Maimonides,  the  case  manager 
role  was  eilso  a  source  of  contention  with  the  regular  hospital  utilization 
review  and  discharge  planning  staff,  v*io  felt  the  jcb  could  be  done  nore 
efficiently  and  effectively  in-house.  By  contrast,  at  lutheran  Medical 
Center,  vAiere  a  small  number  of  S/HMD  members  had  been  placed,  discharge 
planning  by  the  S/HMD  case  manager  was  operating  smoothly.  The  S/HMD  primary 
care  physicians  had  admitting  privileges.  Ihey  coordinated  their  work  with 
the  case  manager,  and  the  regular  hospital  discharge  planner  r^xDrted  that 
S/HMD  patients  seemed  to  be  discharged  faster  than  non-S/HMD  patients, 
primarily  because  coverage  for  in-home  services  and  SNFs  was  available. 

At  SCAN  Health  Plan,  in  1986,  hospital  discharge  planning  for  all 
elective  surgeries  eind  planned  admissions  was  the  responsibility  of  one  RN 
ccise  manager  tJho  visited  the  member  in  the  hospitad  and  determined  if  chronic 
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rare  services  were  needed.    For  jaiibers  requiriirj  only  short-tenn  services, 
^^^^t^  able  to  authorize  chronic  care  services  for  up  to  30 

days. 

The  other  sites  also  provided  chronic  care  benefits  to  P^st-hospital 

Discharge  clanni™  for  all  other  S/HMD  hospital  admissions  was  Perforred 
^  th^^^;^ -^ --^^  S^dlia^^SfcSfctl^ 

Sr^S^tS^^SS^alJth^Stfis  f^  -v^^esp*^^^ 
^.^Slervioes.    Ne«  procaJures  were  being  develofed  at  the  end  of  the 
second  year  of  the  demonstration. 

Regardless  of  whether  S/IMD  case  r^gers  °^.!;^°^i^.  ^Jf^  g;"^^ 

hospital  lengths  of  stay. 

Tlie  S/HMD  case  manager  vdio  worked  with  hospital  discharge  planners  also 
perf oS^  S^rSfii^JSL  discharge  Pl-n^'v^^J^^^SSf^SriicS! 
^Sers  were  not  beii^  case  nonaged  or  sent  home  with  Jf  ^^f^^^"^ 

were  reported  with  nursirg  home  discharge  planning. 

For  a  nore  detailed  discussion  of  organizational  factors  influencing 
hospital  and  nursing  home  utilization,  see  Attachment  A. 

RECORD  KEEPING  AND  DEVEIDPING  AN  MIS 

At  each  of  the  denonstration  sites,  there  was  extensive  ^^J^^ 
ana  a^l  ^Ss  we^in  the  prxx:ess  of  developing  computarized  Management 
Information  Systems  (MIS)  to  assist  case  managers. 

i+-  vtoriinare  Plus  H  ani  SCAN,  one  of  the  case  managers  h^  been 

-^H£&.- ™  -.Tite-^tS  -ss^^s^'^ 

on  members  receiving  chronic  care  services: 

o   Health  Status  Form  (HSF)  ; 

o   Comprehensive  Assessment  Form  (CAF) ; 
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o  Nursing  Hone  Certification  (NHC)  Form; 

o  Care  Plan; 

o  Service  Authorization  Form; 

o  Qiange  in  Care  Plans  or  Service  Authorization; 

o  Riysician  Referral  Form;  anl 

o  Progress  Notes. 

Beyond  this,  each  site  developed  a  variety  of  different  forms  to  help 
monitor  and  track  a  member.  The  extent  to  v*iich  the  systems  were  carputerized 
varied  by  site.  All  sites  caiputerized  the  HSF.  With  the  exception  of 
Elderplan,  all  sites  carputerized  the  service  authorization  form.  SCAN  Health 
Plan,  Medicare  Plus  II,  and  Seniors  Plus  had  also  ccnputerized  some 
tracking/r^xjrting  fonts  l^y  the  end  of  the  second  year  of  the  deriuiistration. 

OTHER  MEMBERSHIP  SERVICES  * 

Initially,  the  case  management  department  at  each  of  the  sites  was 
actively  involved  in  public  relations  activities  such  as  making  presentations 
to  seniors  and  service  provider  groi:?)s  about  the  S/HMD.  As  enrollment 
increased,  the  case  managers  became  less  involved  in  public  relations,  but  at 
all  sites  they  continued  to  be  intermittently  involved  in  meauber^related 
activities  such  as  making  presentations,  handling  special  inquiries  about  the 
chronic  care -benefit,  and  following  15)  minor  ccanopleiints  and  grievances. 

CASE  MANAGEMENT  DEPAKEMENT  STAFFING  PATTERNS 

To  date,  there  are  no  established  standards  for  the  professional 
qualifications  of  a  case  manager  in  the  health  care  field.  The  case 
management  staffing  patterns  across  all  sites  were  multidisciplinary  and 
included  a  ccambination  of  social  workers,  nurses,  and  therapists.  Ihe 
majority  of  the  stctff  held  master's  degrees,  and  many  had  degrees  in 
gerontology.  Many  case  managers  had  extensive  experience  in  long  term  Ccire 
settings,  thereby  bringing  a  hi^  level  of  professional  training  as  well  as 
relevant  work  e:q)erience  to  the  demonstrations.  Most  case  managers  viewed 
their  positions  as  challenging  and  on  the  cutting  edge  of  change  in  health 
care  for  the  elderly. 

The  major  stsiffing  differences  among  the  four  S/HMD  case  management 
d^jartments  were  the  number  of  staff  and  the  specific  roles  and 
responsibilities  assigned  to  the  case  managers.  This  section  summarizes 
information  on  the  number  of  staff,  their  primary  activities,  and  client 
caseloads.  Attachment  B  provides  more  detailed  information  about  the  case 
management  staffing  patterns  at  each  site  including:  position  titles, 
professioncil  qualifications,  full-time  equivcilency  of  each  position,  and 
specialized  functions  by  staff  members.  Table  3  summarizes  the  staff 
allocation  and  time  by  three  primary  activities  (administrative  matters, 
client  case  management  services,  and  utilization  review/discharge  planning) 
and  shews  the  average  caseload  per  full-time  equiveilent  (FTE)  Ccise  manager  at 
the  end  of  the  second  yeeu:  of  the  demonstration. 
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Table  3 
ALLOCATION  OF  CASE  MANAGEMENT  STAFF  TIME  BY  FUNCTIONS 


-EEL 


Average  Caseload 
Fourth  Quarter  1986[a] 


Medicare  Plus  II 

Administrative  Matters 
Client  Case  Management 
Utilization  Review/Discharge  Planning 
Total    FIE 


1.55 
4.50 
0 
6.05 


N/A[b] 
70 
N/A 
N/A 


Elderplan 

Aaministrative  Matters 
Client  Case  Management 
Utilization  Review/Discharge  Planning 
Total    FTE 


3.0 
3.0 
1.0 
7.0 


N/A 

45 

N/A 

N/A 


Seniors  Plus 

Administrative  Matters 
Client  Case  Management 
Utilization  Review/Discharge  Planning 
Total    FTE 


2.0 

2.5 

0 

4.5 


N/A 

100 
tVA 
N/A 


SCAN   Health  Plan 

Administrative  Matters 

Client  Case  Management 

Utilization  Review/Discharge  Planning 

Therapi  st 

Total    FTE 


3.75 
5.2 

.5 

.5 
9.95 


In/ A 
80 
N/A 
N/A 
N/A 


[a] Average  caseload  per  full   time  equivalent  case  manager. 
-[t^N/A  indicates  information  was  nofavailable. 
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At  Medicare  Plus  II,  the  case  management  department  was  headed  by  an 
experienced  speech  pathologist  from  within  the  Kaiser  system.  The  case 
management  administrator  was  assisted  by  two  lead  resource  coordinators  (an  RN 
and  an  ACSW) ,  four  additional  resource  coordinators,  and  one  clerical  stciff 
member.  In  total,  the  case  management  d^sartment  had  4.5  full-time  equivalent 
(FTE)  case  managers.  Ihe  average  active  caseload  per  FTE  case  manager  was  30 
to  35  active  ongoing  clients  with  an  additional  30  to  35  clients  cti  a  less 
intensive  follow-t^j  basis. 

At  Elderplan,  the  case  management  depai±ment  was  headed  by  an  ACSW  with 
considerable  ejqjerience  in  ccanraunity-based  long  term  care.  The  case 
management  director  resigned  in  late  1986  and  a  new  director  came  on  board  in 
March  1987.  Ihe  department  stciff  included  a  vitilization  review  coordinator 
(an  FN) ,  three  case  managers  (an  RN  and  two  MSVfe) ,  a  systems  coordinator  v*xj 
processed  service  authorization  forms  and  other  data,  and  one  clerical  staff 
member.  In  total,  the  case  management  department  had  three  FTE  case  managers 
with  an  active  caseload  of  35  clients  each  and  with  five  to  ten  additional 
cases  monitored  less  intensively. 

Ihe  service  coordinator  and  director  of  case  management  at  Seniors  Plus 
held  an  MSW  degree.  (Ihe  director  resigned  in  the  summer  of  1986,  and  the 
position  was  filled  by  another  MSW. )  Ihe  director  was  assisted  by  two 
full-time  case  managers  (an  RN  and  a  BSW) ,  a  full-tijtva  administrative 
assistant  v*io  maintained  the  service  utilization/claims  system  for  long  term 
care  services,  and  a  part-time  secretary.  In  total,  the  service  coordination 
lonit  had  2.5  FTE  staff  vAto  provided  client  case  management  services.  Ihe 
active  caseload  per  FIE  case  manager  was  65  to  70  cases  with  an  additional  25 
to  30  cases  monitored  less  intensively. 

Of  the  four,  demonstrations,  the  SCAN  Health  Plan  had  the  largest  case 
management  staff.  Ihe  case  management  department  was  managed  by  an  MSW/ACSW 
with  considerable  experience  in  ccanmunity-based  care  for  the  elderly.  She  was 
assisted  by  a  case  management  nurse  supervisor,  4.7  FTE  case  managers  (with 
MSW/MSG,  MSW,  BSW  degrees) ,  and  a  half-time  RN  v4io  was  responsible  for 
discharge  planning  for  elective  surgery  and  v*io  planned  hospital  admissions  as 
well  as  discharge  planning  for  all  nursing  hcane  patients.  A  half-time 
physical  therapist  assessed  the  need  for  therapy  and  provided  services  vihen 
needed.  Ihe  other  two  staff  members  provided  clerical/secretaricG.  si^port 
services.  Hcilf  of  one  of  the  case  manager's  time  was  also  eillocated  to 
monitoring  the  case  management  d^sartment's  Management  Information  system 
(MIS) .  In  total,  the  case  management  department  had  5.2  FTE  staff  providing 
direct  client  case  management  services.  Ihe  average  client  caseload  was  80 
cases  per  full-time  eqiiivalent  case  manager,  about  50  cases  actively  receiving 
services  and  30  less  active  but  monitored  at  least  once  a  nonth. 

Ihere  were  three  principal  differences  in  the  case  management  staffing 
patterns  of  the  sites: 

o    At  Elderplcin  and  SCAN  Hecilth  Plan,  a  case  memager  Wcis  responsible  for 
hospital  aiti  nursing  home  utilization  review  and  discharge  planning 
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activities;  at  Medicare  Plus  II  ard  Seniors  Plus,  these  activities  were 
not  assigned  to  S/HMD  case  managers. 

o   Elderplan  and  SCAN  Health  Plan  had  a  larger  number  of  administrative/ 
si^jport  staff  to  carcy  out  case  management-related  functions. 

o   ^ere  were  differences  in  the  actual  number  of  staff  and  average  caseload 
per  casemanager.  With  the  exception  of  Elderplan,  the  differences  found 
in  staffing  size  and  caseload  tended  to  reflect  differences  observed  in 
the  member  population  eligible  for  chronic  car^  benefits  and/or  case 
management  services. 

™r^  SL^"^  ^^"^  ^^  program  in  Portland  carefully  restricted  the  chrmic 
^sm2^  1    ""^  inanagement  services  to  members  certified  as  nursirg  home 
^t^    I  L,   ^  average  caseload  per  FTE  case  manager  was  70  cases,  oh  tSe 
other  hand,  in  Elderplan,  where  chronic  care  benefits  and  case  management  were 
govided  to  NHC  Clients  as  well  as  those  at  risk  of  nursi.^  honS^I^tr^ 
tiie  average  caseload  per  FTE  case  manager  was  45  cases.  £  expecLdTirthe 
?r^>S^^i   '  ^-here  ciironic  care  benefits  and  case  management  were  prwided 
to  nursing  home  certifiable  clients  as  well  as  those  needing  preventive 
^^'   ^®  caseloads  were  somewhat  higher.  At  SHP,  the  average  caseload 
per  FTE  case  manager  was  80  cases;  at  Seniors  Plus,  lOO  cases 


CASE  MANAGEMEWT  COSTS 


i-y.^]    4  presents  the  cost  per  member  per  month  (pipn)  for  case  management 
^^^'  ^  V"^^  cost  to  the  plan  for  the  case^S^agement  compone^ 
(Ihis  cost  estimate  is  different  from  the  average  ronthly  Sost  of^S^ 

m^en^  for  individuals  actually  receivij^  the  service.)  Cross-site  pnpm 
oonparisons  must  be  interpreted  with  some  caution  because  the  S/HMDs  varS^ 
??S;  f ?^iJ^Jf?  ""^^^^  ^  administrative,  clerical,  and  other  si^port  staff 
^^,f^i°^tedJ:o  ?ase  management  costs.  In  addition,  at  the  two  si±S 
affiliated  with  existing  HCs  (Medicare  Plus  H  and  Seniors  Plus) ,  the  case 
management  cost  r^rtad  did  not  include  the  cost  associated  with  servi^ 
Sll^.^"^^°''J^^^  ^  discharge  plannii^  performed  for  S/HMD  clients 
ty  HMD  personnel.  Subsequent  analyses  will  adjust  for  these  and  other 
identified  differences  in  case  management  cost  across  sites. 

At  three  of  the  sites,  the  cost  of  case  management  per  member  declined 
during  year  two  of  the  demonstration.  In  1986,  the  two  sites  with  the  lowest 
case  management  cost  were  Medicare  Plus  II  ($4.50)  and  Seniors  Plus  ($9.17)  — 
the  two  sites  affiliated  with  existing  HMDs.  The  somewhat  higher  cost  at 
°^  Vf^"^  a  reflection  of  the  larger  proportion  of  the  membership 
provided  with  case  management  services  -  apprtacimately  19  percent,  cotipared 
to  8  percent  at  Medicare  Plus  H.  j        tr^         ,        ut«ieu 

In  1986,  SCAN  Health  Plan  had  the  highest  case  management  cost  ($15  37 
mm,  in  part  explained  by  the  high  proportion  of  users  (20%) ,  but  also  due 
to  the  inclusiOT  of  personnel  not  included  in  the  case  management  budget  at 
other  sites  (e.g. ,  a  physical  therapist,  a  data  clerk,  and  a  utilization 
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Table  4 
CASE  MANAGEMENT  CX)STS  IN  1985  AND  1986 


1985  Costs 

Percent  of 

1986  costs 

Percent  of 

Site 

EMFWral 

Total  Budget 

IMEMfa] 

Total  Budget 

Medicare  Plus  II 

$  4.50 

1.7[b] 

$  4.50 

1.6[b] 

Elderplan 

23.91 

3.5% 

9.92 

2.2% 

Seniors  Plx;is 

39.27 

9.3 

9.17 

3.2 

SCAN  Health  Plan 

22.20 

4.3 

15.37 

3.9 

Source:  S/HMD  Etemonstration  Quarterly  Reports,  1985,  1986.  Note:  These  are 
imaudited  data  frcrai  the  Quaterly  Reports.  Not  all  clciims  were 
submitted  vAien  these  reports  were  prepared  in  November  1987. 

[a]  Average  costs  per  meiriber  per  month. 

[b]  Ihe  Medicare  Plios  II  costs  were  based  on  the  average  adjusted  ocaranunity 
rate  for  case  management  during  1985  and  1986.  Actual  case  management 
costs  reached  $6.75  pnpn  by  the  end  of  1986. 
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review/discharge  planning  case  manager) .  Elderplan  case  management  costs  were 
difficult  to  interpret.  Relative  to  the  other  sites,  Elderplan  prrjvided  case 
management  services  to  the  snallest  prcportion  of  its  membership  (6%) .  Yet, 
at  Elderplan  in  1986  the  case  management  cost  per  member  per  month  ($9.92)  was 
sli^tly  hitler  than  at  Seniors  Plus,  v*iich  provided  case  management  to  19 
percent  of  its  membership.  The  relatively  hi^  ccise  management  costs  can  be 
ej^lained,  in  part,  by  the  inclusion  of  hospital  discharge  planning  and 
utilization  review  activities  under  case  management. 

DISCUSSION 

Two  distinct  patterns  that  emerged  in  the  S/HMDs  have  potentially 
inportant  implications  for  case  management  and  other  client  and  cost  outccroes. 

o   The  target  population  and  eligibility  criteria  for  chronic  care 'services 
differed.  Two  sites  restricted  access  to  chronic  care  services  to 
members  v^o  were  hi^ily  impaired.  One  of  the  sites  was  eif filiated  with 
an  existing  HMD;  the  other  was  a  newly  created  HMD.  The  other  two  sites 
elected  to  expand  eligibility  criteria  and  provide  chronic  care  services 
to  hi^ily  impaired  as  well  as  moderately  iitpaired  members,  in  order  to 
test  the  impact  of  preventive  care.  One  of  these  sites  was  eif filiated 
with  an  existing  HMD,  the  other  was  a  newly  created  HMD. 

o   The  roles  of  the  case  managers  were  influenced  by  the  organizational 
structure.  The  two  sites  affiliated  with  existing  HMDs  chose  to  leave 
primary  responsibility  and  control  over  acute  care  utilization  with 
existing  HMD  health  professionals.  The  two  sites  that  created  newly 
formed  HMDs  attempted  to  gain  control  over  acute  care  utilization  by 
assigning  part  of  the  utilization  review  and  discharge  planning 
responsibilities  to  the  case  management  conponent  of  the  S/HMDs. 

By  the  eni  of  the  second  year  of  the  demonstration,  there  was 
considerable  variation  among  the  sites  regarding  the  extent  to  vftiich  the  acute 
and  long  term  care  services  had  been  integrated  to  provide  an  effectively 
coordinated  continuum  of  care  for  the  inpaired  elderly. 

In  general,  at  Medicare  Plus  II,  S/HMD  case  management  was  a  fciirly 
insular  unit  functioning  with  a  reasonable,  althou^  not  a  strong,  degree  of 
coordination  within  the  larger  Kaiser  system.  Most  physicians  and  providers 
generally  did  not  know  whether  a  member  was  in  the  Medicare  Plus  II  program. 
The  Icirger  Kaiser  system  remained  responsible  for  acute  hospital  Ccire,  medical 
care,  and  Medicare-covered  home  or  nursing  home  care.  The  S/HMD  case  managers 
were  only  responsible  for  the  expanded  chronic  care  services  and  budget. 

At  Elderplan,  there  was  little  evidence  of  an  integrated  service  system. 
It  appeared  that  the  S/HMD  could  have  benefited  f rem  stronger  ties  and 
coordination  between  the  medical/hospital  service  ccaiponents  and  the  case 
management  corponent  responsible  for  long  term  care.  A  large  numiber  of 
medical  specialists  operating  independently  of  the  S/HMD  were  responsible  for 
acute  hospital  care.  The  primary  care  physician  grtx^j  was  under  contract  to 
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the  S/HMD  ixit  was  not  closely  linked  to  the  case  management  cxmponent.  In  ein 
attenpt  to  ggiin  control  over  hospital  utilization,  a  case  manager  was  assigned 
the  utilization  review  and  discharge  planning  functions,  but  did  not  have  the 
power  or  authority  to  influence  practice  patterns.  Further,  working 
relationships  between  key  actors  in  the  principal  acute  care  hospital  aM  the 
case  managers  were  not  strong.  Long  term  institutional  and  inhane  care  were 
the  sole  responsibility  of  the  case  managers,  with  little  irpit  frtm  the 
medical  ccstponent. 

In  contrast  to  Elderplan,  Seniors  Plus  appeared  to  effectively  integrate 
the  S/HMD  case  management  d^)artment  with  two  strong  preexisting  service 
providers  —  Grc^  Health,  Inc.  and  Ebenezer  Society.  At  each  level  of  hecdth 
care  —  acute  hospital,  outpatient  clinic,  nursing  hcaae,  ocnnunity-based 
services,  and  in-hane  services,  there  were  well-defined,  closely  coordinated 
working  relationships  between  the  case  managers  and  the  other  service 
providers.  In  turn,  the  other  service  providers  recognized  that  v*ien  a  S/IMD 
client  required  chronic  care  services,  the  case  managers  then  had  control  over 
chronic  care  service  use  and  cost.  Continued  coordination  between  the  acute 
Ccire  eind  long  term  caure  service  teams  was  evidenced  in  the  ccise  conference 
meetings  attended  by  the  medical  director,  select  physicians,  the  hcsne-care 
service  director  frcm  Ebenezer,  the  geriatric  nurse  practitioner  vAio  managed 
nursing  home  care,  and  the  S/HMD  case  managers. 

In  the  SCftN  Health  Plan,  a  large  number  of  health  care  providers  were 
potentially  involved  in  the  member  plan  of  care.  Even  thou^  the  SCAN  program 
had  a  number  of  years  of  experience  working  with  many  of  the  providers  in  the 
MSSP  program,  the  S/HMD  case  management  department  faced  a  tremendous 
challenge  as  it  attempted  to  coordinate  this  diverse  grocap  of  service 
providers  into  a  caiprehensive  continuum  of  care  for  the  iirpedLred  S/HMD 
members.  Each  type  of  health  care  was  provided  by  a  different  contracted 
vendor.  With  the  assistance  of  the  SCAN  Health  Plan  medical  director,  the 
role  of  the  case  managanent  department  was  to  coordinate  this  array  of  service 
providers.  At  the  end  of  second  year  of  the  demonstration,  it  appeared  that 
sane  of  the  linkages  needed  to  be  strengthened  and  better  coordinated  — 
especially  between  the  S/HMD  case  managers  and  the  primary  care  physicians, 
the  medical  speciedists,  and  the  hospital  discharge  planning  unit.  It  was 
also  unclear  vrtiether  the  quality  of  care  being  provided  by  the  numerous 
service  vendors  was  being  sufficiently  monitored. 

REOCMMENDAnONS  FOR  FURTHER  RESEARCH 

This  prelimineiry  review  of  the  case  management  component  of  the  S/HMD 
demonstration  has  identified  a  number  of  issues  and  questions  to  be  examined 
in  subsequent  einalyses. 

o   Vlhat  would  be  the  inpact  on  client  case-mix  and  program  revenues  if  the 
NHC  criteria,  found  to  be  substantially  different  across  sites,  were 
standcirdized? 

o   Could  the  queuing  mechanism  be  revised  to  better  assist  the  plans  in 
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obtcdning  an  appropriate  case-mix? 

Will  the  Ccise  managers  be  cible  to  continue  to  stay  within  chronic  ceure 
budgets  as  the  menibership  ages  and  potentially  develops  increased  long 
term  c2ore  service  needs? 

Are  the  systems  developed  to  axithorize  and  monitor  chronic  care  service 
use  and  costs  adequate?  To  vAiat  extent  are  the  case  manager 
authorizations  (and  therefore  their  working  budgets)  vmder  or  over  actual 
paid  clcdms  for  individual  members? 

What  is  the  extent  to  vAiich  families  are  si^jplementing  the  chronic  care 
benefit  package  with  their  informal  caregiving  ser^'ices?  Hew  do  case 
managers  influence  caregiver  involvement? 

To  v4iat  extent  are  individuals  and  their  families  supplementing  the 
chronic  Ccure  benefits  with  other  long  tenn  Ccire  services  paid  for  out  of 
pocket? 

Is  it  iirportant  for  reasons  of  continuity  of  care  and/or  cost  containment 
to  have  case  managers  involved  in  hospitcil  utilization  review  and 
discharge  planning?  The  preliminary  findings  suggest  these  may  not  be 
pivotal  roles  for  case  managers. 

What  is  the  iiipact  of  a  site  having  multiple  contracted  vendor  agencies, 
in  terms  of  case  manager  work  load  and  member  satisfaction  with  services? 

Will  the  case  managers  to  able  to  develop  chronic  care  norms  of  practice 
and  protocols  for  issues  such  as  nornal  usage,  equity  of  service 
edlocation,  eind  quality  of  care?  These  norms  of  practice  ctre  being 
developed  informeilly  throu<^  the  case  conferences,  but  it  would  be  a 
major  acconplishment  if  the  demonstration  could  develqp  written 
standards,  guidelines,  and  procedures  for  chronic  care  service  delivery. 

What  ctre  the  similarities  and  differences  between  ceise  managenvent  in  the 
S/IMDs  and  case  management  as  practiced  in  the  earlier  long  term  care 
demonstrations? 

Finally,  vAiat  eispects  of  the  S/HMO  case  management  approach  shew  the 
greatest  potenticil  for  laseful  replication  in  prepaid  health  ccire 
settings? 

SUMMARY  FINDINGS 

In  the  S/HMD,  the  role  and  authority  of  the  case  manager  was  envisioned 
as  much  broader  than  the  case  manager  role  in  earlier  long  term  care 
demonstrations.  In  early  demonstrations  (e.g.,  Connecticut's  Triage  I 
and  II,  Georgia's  Alternative  Health  Services  Project,  and  California's 
Multipurpose  Senior  Services  Project) ,  the  case  manager  role  focused 
primarily  on  screening/assessment  and  the  coordination  and/or  provision 
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of  cxsmnunity-based  care.  In  the  S/HMD,  the  case  manager  was  to  hewe 
primary  re^xjnsibility  for  authorizing  eill  long  term  care  services, 
responsibility  for  monitoring  the  chronic  care  services  and  buc3get,  and 
final  authority  over  chronic  care  resource  allocation. 

There  were  no  restrictions  placed  on  the  S/HMD  demonstrations  oonoemii^ 
vMch  members  should  be  eligible  to  receive  the  expanded  lor^-term  care 
benefits.  One  of  the  primary  reasons  for  giving  the  demonstratians 
latitude  in  defining  eligibility  for  the  chronic  care  benefit  was  to  see 
how  services  could  best  be  targeted  to  iirpaired  elderly,  working  within 
ti(^t  budget  constraints. 

Because  each  site  was  reimbursed  at  a  higher  capitated  rate  for  any  S/HMO 
member  v*io  was  assessed  as  meeting  the  state  nursing  hcroe  certificaticn 
(NHC)  criteria,  it  was  decided  to  link  eligibility  for  the  chrortic  care 
services,  at  least  in  part,  to  NHC  status. 

In  general,  a  review  of  the  criteria  variables  and  their  definitions 
showed  nursing  hcroe  certification  criteria  to  be  the  most  stringent  in 
Medicare  Plvis  II  followed  by  Elderplan,  Seniors  Plus,  and  SC3^  Heedth 
Plan  (SHP) .  Althou^  each  site  paralleled  its  state  NHC  form  and 
guidelines  to  qualify  a  member  for  chronic  care  benefits  (and  a  hi^ier 
reimbursement  rate) ,  the  NHC  criteria  were  not  identical  across  the  four 
demonstrations . 

Beyond  the  NHC  criteria,  each  site  chose  to  expand  its  eligibility 
criteria  and  provide  at  least  scsne  services  to  mearbers  vAio  were  not 
nursing  hone  certifiable.  Ihus,  the  membership  eligible  to  receive 
chronic  care  services  and/or  case  management  was  determined  by 
interrelated  factors:  the  stringency  of  the  state  NHC  criteria  and  the 
site  I  s  application  of  these  criteria;  the  extent  to  v*iich  the  site 
permitted  provision  of  chronic  care  services  to  less  inpaired  members; 
and  the  extent  to  vMch  the  site  provided  case  management  services  to 
members  v*io  did  not  qualify  for  chronic  care  services. 

The  four  demonstrations  can  be  placed  on  a  continuum  ranging  fron  the 
most  restrictive  to  the  least  restrictive  eligibility  criteria  for  the 
chronic  care  benefits  and/or  case  management  services.  Medicare  Plus  II 
was  the  most  restrictive,  followed  by  Elderplan.  Seniors  Plus  and  SCAN 
Health  Plan  were  substantially  less  restrictive. 

Because  uncertainty  about  biased  selection  was  a  major  issue  in  the 
S/HMD,  the  sites  were  given  the  option  of  queuing.  The  purpose  of  the 
queuing  process  was  to  maintain  a  case-mix  in  the  S/HMD  population  with 
distributions  on  levels  of  functional  impairment  r^resentative  of  the 
distributions  estimated  for  persons  65  years  of  age  eind  over  in  the 
ccjnmunity.  Only  three  of  the  sites  chose  to  use  queuing  —  Elderplan, 
Seniors  Plus,  and  SCftN  Health  Plan.  Medicare  Pli:is  II  elected  not  to 
queue  preferring  to  obtain  a  balanced  case-mix  throu^  effective 
marketing. 
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Differences  in  NHC  eligibility  cxiteria,  as  well  as  site  decisions  about 
providing  services  to  non-NHC  irembers,  ejqjledns  the  different  proportions 
of  total  membership  permitted  access  to  chronic  services:  Medicare  Pliis 
II,  4.9  percent;  Elderplan,  2.9  percent;  Seniors  Plios,  11.0  percent;  and 
SCAN,  12.1  percent. 

There  vras  considerable  variability  between  sites,  cis  well  ais  within  a 
site  over  time,  in  the  proportion  of  the  membership  that  was  NHC 
(4.1-7.2%) ,  eis  well  eis  the  prcportion  of  the  membership  receiving  ciironic 
care  services  (2.9-12.1%)  or  case  management  services  only  (2.6-8.2%). 

In  develcping  the  S/HMDs,  considerable  effort,  time,  and  money  were  spent 
developing  and  refining  assessment  instruments,  the  Health  Status  Form 
(HSF)  and  the  Carprehensive  Assessment  Form  (CAF) .  In  both  insttiments, 
there  was  a  standardized  data  set  (with  optional  questions  added  at  each 
site) .  Ihese  protocols  were  potentially  useful  not  only  for  the  case 
managers  v*io  used  data  frcm  these  instruments  as  the  basis  on  vftiich  care 
plans  were  made,  but  also  for  evaluating  program  outccanes. 

VJhile  not  identiccil,  the  key  carponents  of  ccire  planning  were  similcir 
across  sites  including;  a)  developing  problem-oriented  care  plans  with 
specific  objectives,  scope,  and  duration  of  services;  b)  e:^loring  ccire 
options  with  the  client  and  the  family;  c)  explaining  service  costs  and 
cc^jayments  to  the  client  and  family;  d)  reinforcing  and  sv^jporting  family 
caregiving;  and  e)  developing  the  most  cost-effective  mix  of  services 
within  the  constraints  of  the  benefit  package. 

Inportantly,  all  sites  had  written  guidelines  specifying  that  no  chronic 
care  services  could  be  authorized  without  first  exploring  the 
availability  of  potential  help  from  informal  caregivers. 

Althou^  written  quality  assurance  guidelines  for  chronic  care  services 
had  not  been  developed  at  any  site,  the  ceise  conferences  served  a  qucdity 
assurance  and  utilization  review  function  for  chronic  care  services. 

Generally,  the  reassessment  process  (i.e.,  in-person  administration  of  a 
Reassessment  Form  at  six-month  intervcils)  was  not  viewed  as  essential  for 
the  ongoing  monitoring  and  management  of  the  client.  The  reassessment 
instrument  was  viewed  primarily  as  a  research  tool.  Many  case  managers 
felt  that  frequent  contact  with  the  person  and/or  family  provided 
sufficient  information  to  modify  care  plans  without  a  formal 
reassessnrent. 

Ihe  funds  avciilable  for  a  ccise  manager  to  draw  on  vrtien  developing  a 
chronic  care  plan  were  not  large.  For  members  with  short-term  or 
time-limited  chronic  care  service  needs,  the  benefit  limits  usually  posed 
no  prcblem.  For  a  hi<^y  iirpaired  person  requiring  services  on  an 
ongoir»j  basis,  services  had  to  be  carefully  eLLlocated  to  maximize  the 
member's  chronic  care  benefit. 
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At  each  of  the  demonstration  sites  there  was  extensive  record  keepir^  for 
use  and  eiqjenditures  for  chronic  care  servicees.  All  sites  were  in  the 
process  of  developing  ccarputerized  Management  Information  Systems  (MIS) 
to  assist  the  case  managers  in  monitoring  and  tracking  client  services 
and  costs.  At  two  of  the  sites  —  Medicare  Plvas  II  and  SCAN  —  one  of 
the  case  managers  had  been  specifically  assigned  to  oversee  and  work  with 
the  MIS  to  make  it  useful  and  workable  for  the  case  management 
departanent. 

Ihe  majority  of  the  case  management  staff  held  master's  degrees  and  a 
nuniber  of  case  managers  had  gerontology  degrees. 

There  were  three  principal  differences  among  the  case  management  staffing 
patterns  at  the  sites: 

At  Elderplan  and  SCAN  Health  Plan,  a  case  manager  was  responsible 
for  hospital  and  nursing  home  utilization  review  and  discharge 
planning  activities;  at  Medicare  Plus  II  and  Seniors  Plus,  the  two 
sites  affiliated  with  existing  HMDs,  these  activities  were  not 
assigned  to  S/HMO  case  managers. 

The  two  sites  not  affiliated  with  existing  H^Ds  (Elderplan  and  SCAN 
Health  Plan)  had  a  larger  number  of  administrative/sv^jport  staff  to 
carry  out  case  management  related  functions. 

There  were  differences  in  the  actual  number  of  staff  and  average 
caseload  per  case  manager.  With  the  exception  of  Elderplan,  the 
differences  found  in  steif fing  size  and  caseload  reflected 
differences  observed  in  the  member  population  eligible  for  chronic 
care  benefits  and/or  case  management  services. 

At  each  of  the  sites,  the  cost  of  case  management  per  member  declined 
during  year  two  of  the  demonstration.  In  1986,  the  two  sites  with  the 
lowest  case  management  cost  were  the  two  sites  affiliated  with  existing 
HMDs  —  Medicare  Plxos  II  and  Seniors  Plus. 

At  the  end  of  the  second  year  of  the  demonstration,  there  was 
considerable  variation  among  the  sites  regarding  the  extent  to  vAiich  the 
acute  and  long-term  services  had  been  integrated  to  provide  an 
effectively  coordinated  continuum  of  care  for  impaired  elderly. 

In  general,  at  Medicare  Plus  II,  S/HMD  case  management  was  a  fairly 
insular  unit  functioning  with  reasonable,  althoui^  not  strong,  coor- 
dination within  the  larger  Kaiser  system.  At  Elderplan,  there  was  little 
evidence  of  an  integrated  service  system.  It  appeeired  that  the  S/HMD 
cculd  have  benefited  frcm  stronger  ties  eind  coordination  between  the 
medical/hospital  service  cotponents  and  the  case  management  ccnponent 
responsible  for  long  terra  ccire.  By  contrast.  Seniors  Plus  appeeired  to 
have  effectively  integrated  the  S/HMD  ccise  management  department  with 
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two  strong  preexisting  service  providers  —  Groip  Health  Inoorporated  and 
Ebenezer  Society.  In  the  SCAN  HeatLth  Plan,  a  large  number  of  health  care 
providers  were  potentially  involved  in  a  itvember  plan  of  care;  each  type 
of  health  care  was  provided  by  a  different  contracted  vendor.  Ihe  case 
management  staff  faced  a  tremendous  challenge  as  they  atteirpted  to 
coordinate  this  diverse  group  of  service  providers  into  a  ocmprehensive 
continuum  of  care  for  the  iitpaired  S/HMD«jnembers. 

TWD  distinct  patterns  have  emerged  in  the  S/iMys  with  potentiedly 
iitportant  implications  for  case  management  and  other  client  and  cost 
cwtcones  related  to  the  S/HMD  chronic  care  services  benefits: 

Hhe  target  population  and  eligibility  criteria  for  chronic  care 
services  differed.  Two  sites  restricted  access  to  chronic  caure 
services  to  members  vfco  were  hi^ily  inpaired.  One  of  the  sites  was 
affiliated  with  an  existing  HMD;  the  other  site  was  a  newly  created 
HMO. 

The  other  two  sites  elected  to  expand  eligibility  criteria  and 
provide  chronic  care  services  to  hi^ily  inpaired  as  well  as 
moderately  inpaired  members,  in  order  to  test  the  inpact  of 
preventive  care.  One  of  these  sites  was  affiliated  with  an  existing 
HMO;  the  other  site  was  a  newly  created  HMO. 

-   The  roles  of  the  case  managers  were  influenced  by  the  orgcini- 

zational  structure.  The  two  sites  eif filiated  with  existing  HMDs 
chose  to  leave  primary  responsibility  and  control  over  acute  care 
utilization  with  existing  HMD  heeilth  professionals.  The  two  sites 
with  newly  formed  HMDs  attenpted  to  gain  control  over  acute  carB 
utilization  by  assigning  part  of  the  utilization  review  and 
discharge  planning  responsibilities  to  the  Ccise  mcinagement  caiponent 
of  the  S/HMD. 
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MTACHMENT  A 

CASE  MANAGEMENT  IJNKAGES  WITH  1HE  S/HM3  DEUVERY  SYSTEM 

One  of  the  major  goals  of  the  S/HMD  demonstration  was  to  create  a  tnaly 
integrated  service  system  for  the  elderly.  The  challenge  in  organizing  the 
S/HMD  service  delivery  system  was  to  find  a  workable  balance  between  the  need 
for  aiitonciny  on  the  part  of  the  various  service  providers  and  professionals 
and  the  need  for  better  coordination  viiere  services  were  interx3^)endent.  In 
seme  instances,  this  cculd  require  redefliiing  traditional  roles.  This 
attachment  describes  the  strengths  and  the  weaknesses  of  the  linkages 
developed  between  the  case  management  cxxrponent  of  the  S/HMDs  and  the  larger 
S/HMD  health  care  delivery  systems  at  the  end  of  the  second  year  of  the 
demonstration . 

MARKETING  AND  FINANCE  DEPARTMENTS 

Each  site  had  marketing  and  finance  departments,  but  the  case  management 
department  had  very  little  involvement  with  these  two  corponents  of  the 
system.  There  were  three  exceptions.  At  Elderplan,  case  managers  were 
responsible  for  collecting  chronic  care  ccpayroents;  at  SCAN  Health  Plan,  the 
case  management  director  worked  closely  with  the  finance  department, 
establishing  rates  and  developing  contracts  for  the  chronic  care  vendors.  The 
director  and  several  case  managers  at  SHP  also  continued  to  remain  active  with 
marketing,  making  frequent  presentations  about  the  S/HMD.  In  the  early  months 
of  the  demonstration,  case  managers  at  all  sites  were  actively  involved  in 
marketing  the  S/HMD. 

MEDICAL  DIRECTOR 

Each  of  the  sites  had  a  S/HMD  medical  director  or  advisor,  but  generally 
the  amount  of  time  allocated  for  the  director  (half-time  or  less)  preclvided 
substantial  involvement  with  the  case  management  department.  At  Medicare  Plus 
II,  the  demonstration  had  a  medical  consultant  v*io  was  a  Kaiser  internist.  In 
addition,  during  yeair  two,  a  geriatrician  internist  served  eis  a  clinicad 
consultant  to  the  S/HMD  project.  The  internist  attended  case  management 
meetings  and  served  as  a  liaison  with  the  other  physicians.   (This  internist 
left  Kaiser  in  the  fall  of  1986  and  the  position  had  not  been  refilled  at  the 
end  of  yecu:  two.) 

Elderplan  contracted  for  a  medical  director  throu^  its  physician  grcxip, 
Geriatric  Medicine  Associates  (GMA) .  At  the  end  of  the  second  year  of  the 
demonstration,  the  medical  director  was  full-time.  The  case  management 
department  did  not  work  closely  with  the  medical  director,  althou<^  some 
coordination  usually  occurred  v*ien  a  "S/HMD  member  was  referred  for  chronic 
care  services. 

At  Seniors  Plus,  the  medical  director  was  a  geriatrician  \fho  was  no 
longer  with  Grcujp  Health,  but  remained  with  Seniors  Plus  as  a  consultant  (.10 
FTE) .  Althoui^  his  time  was  limited,  the  case  management  d^^artment  viewed 
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him  as  a  valiaable  rescurce.  He  frequently  attended  case  conferences  and 
cidvised  on  the  mediccil  treatment  eind  management  for  clients  receiving  chronic 
care  benefits.  Second,  the  medical  director  served  as  a  liaison  between  the 
case  managers,  primary'  care  physicians,  and  mediceil  specialists,  if  the  case 
managers  had  problems  or  questions  related  to  the  mediccil  management  of  a 
client. 

At  SCAN  Heeilth  Plan,  at  the  end  of  year  two,  there  was  a  half-tijn»e 
mediceil  director  frcm  the  contracted  physicicins  group .  His  prijiary  role  was 
to  perform  hospital  utilization  and  quality  assurance  reviews.  Althoui^  the 
medicad  director  vras  not  extensively  involved  with  the  ceise  management 
department,  he  attended  ceise  conferences  and  provided  direct  feedback  and 
medical  advice  about  individual  clients. 

EEUI1ARY  CARE  PHYSICIANS 

At  Medicare  Plus  II,  there  were  approximately  350  different  physicians  in 
the  medical  groi?).  Ihere  was  little  direct  involvement  between  the  primary 
care  physicians  and  the  case  managers.  The  S/HMD  case  managers  tended  to 
coordinate,  vAien  necessary,  with  one  or  two  physicians  at  10  of  the  11 
outpatient  clinics.  As  a  general  rule,  the  S/HMD  case  managers  encouraged 
family  members  or  clients  to  take  responsibility  for  medical  care  and 
interaction  with  the  physicians. 

At  Elderplan,  primary  care  physicians  were  contracted  frcm  a  small  groip 
of  geriatricicins  v*io  formed  Geriatric  Medicine  Associates  (GMA)  and  only 
served  S/HMD  members.  Ihe  group  experienced  hi^  physician  turnover,  and 
during  most  of  the  first  two  yecirs  of  the  demonstration,  there  were  only  1.5 
to  2.5  FTE  physicians.  Initially,  vAien  enrollment  was  lew,  the  physicians 
attended  case  management  conferences,  but  that  practice  was  abandoned  as 
membership  grew.  There  was  only  limited  involvement  between  the  case  managers 
and  the  primary  care  physicians.  Coordination  occurred  primarily  throu^  the 
nurse  coordinator  at  the  GMA  office  who  arranged  appointments  for  inpaired 
S/HMD  clients. 

At  Seniors  Plus,  there  appeared  to  be  closer  coordination  among  the  case 
mcinagers  and  the  primary  care  physicieins  than  at  the  other  sites.  In  part, 
this  may  be  explained  by  the  way  Grotp  Health  staffed  its  outpatient  clinics. 
At  each  of  the  14  Groi^)  Health  clinics,  there  tended  to  be  one  or  two 
physicians  vdio  were  geriatricians  or  interested  in  geriatric  care,  and  they 
were  the  f±iysicians  with  vdiom  the  case  managers  worked.  The  case  meinagers 
took  referrals  frcm  the  physicians  eind  also  called  the  physicians  vAien  medical 
questions  eirose.  On  request,  the  primary  care  jiiysicians  edso  attended  the 
case  mcinagement  conferences. 

At  SCAN  Heeilth  Plan,  primary  care  physicians  were  contracted  frcm  an  IPA 
medical  grotp,  the  Physician  Group  of  Long  Beach  (PGIB) .  Many  of  these 
physicians  were  not  strongly  ccramitted  to  the  S/HMD,  and  there  were  a  number 
of  resultant  problems.  There  was  not  a  strong  link  between  the  ccise 
management  department  and  the  physician  group.  The  S/HMD  medical  director  was 
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the  principal  link  between  the  case  management  department  and  the  primary  care 
physicians.  Ifcwever,  case  managers  did  have  phone  consultations  with 
individual  physicians. 

MEDICAL  SPECIAIilSTS 

At  all  of  the  sites,  the  case  managers  had  only  limited  involvement  with 
the  medical  specialists.  At  the  two  sites  affiliated  with  existing  HMDs 
(Medicare  Plus  II  and  Seniors  Plus) ,  the  medical  specialists  were  part  of  the 
larger  HMD.  In  general,  case  managers  had  little  involvement  with  the 
^ecialists,  but  coraraunicated  as  needed.  Elderplan  contracted  with  a  number  of 
independent  medical  specialists.  It  was  the  responsibility  of  the  GMA  primary 
care  physicians  to  coon3inat£  with  the  medical  specialists.  Ttie  case  managers 
of  SCAN  Health  Plan  had  little  contact  with  the  medical  specialists; 
coordination  was  handled  through  the  SHP  medical  director. 

ACUTE  HOSPITAL  SERVICES 

At  Medicare  Plus  II,  Kaiser  prdjiary  care  physicians  and  medical 
specialists  admitted  S/HMD  clients  to  one  of  two  Kaiser-owned  hospitals  in  the 
catchment  area.  Kaiser  staff  performed  all  utilization  review  and  discharge 
planning  functions  for  hospitalized  S/HMD  clients.  Clients  potentially 
eligible  for  chronic  care  services  were  referred  to  the  S/HMD  case  managers 
for  an  assessment  and  determination  of  eligibility  for  ei^anded  benefits.  In 
general,  no  prcijlems  were  reported,  but  there  was  also  no  evidence  of  any 
special  coordination  efforts  between  Kaiser  acute  hospital  staff  and  the  S/HMD 
case  managers.  Essentially,  the  hospital  staff  treated  S/HMD  members  like  any 
other  Kaiser  member. 

At  Elderplan,  hospital  services  were  provided  in  three  contracted 
cotrniunity  hospitals.  One  S/HMD  case  manager  was  responsible  for  all  hospital 
utilization  review  and  discharge  planning  functions  for  S/HMD  clients.  These 
arrangements  worked  well  in  one  facility,  but  created  "turf"  prcblems  at  the 
one  hospital  most  S/HMD  clients  preferred. 

The  case  manager  had  to  coordinate  with  a  number  of  independent 
contracted  medical  ^jecialists  at  the  principal  hospital,  because  the  S/HMD 
primary  care  physicians  did  not  have  admitting  privileges.  Since  there  were 
no  financial  incentives  for  the  medical  specialists  to  prcmote  early 
discharge,  the  S/HMD  case  manager  reported  being  unable  to  reduce  hospital 
lengths  of  stay.  At  best,  the  S/HMD  case  manager  role  in  the  principal 
hospital  was  "tolerated."  In  the  other  two  hospitals  (vMch  were  not  highly 
utilized  by  S/HMD  members) ,  no  problems  were  reported  with  the  roles  or 
relationships  between  the  hospital  staff  and  the  S/HMD  case  manager. 

At  Seniors  Plus,  the  majority  of  S/HMD  clients  received  hospital  care  in 
two  contracted  facilities.  Utilization  review  and  discharge  planning  for 
hospitalized  S/HMD  clients  was  not  a  case  manager  responsibility.  These 
functions  were  performed  by  the  Gracp  Health  continuity  care  department 
responsible  for  hospital  discharge  planning  and  short-term  post-acute  care  for 
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all  GKC  members,  lliis  d^jartment  worked  closely  vdth  the  case  managers  and 
turned  the  case  over  to  S/HMD  case  management  vAien  long-term  chronic  care 
services  were  needed.  Unlike  Medicare  Plus  II,  \A]ere  there  seemed  to  be  a 
general  unawareness  of  the  S/HMD  and  its  potential  benefits  for  plan  members, 
the  Seniors  Plus  GHE  continuing  care  unit  was  knowledgable  about  the  S/HMD  and 
viewed  it  as  a  valuable  insurance  benefit  for  its  members. 

At  SCAN  Health  Plan,  acute  hospital  care  for  S/HMD  clients  was  contracted 
frcm  St.  Mary  Medical  Center.  Hospital  utilization  review  was  performed  by 
the  SHP  mediccil  director.  Discharge  planning  for  all  vuplanned  admissions 
was  the  responsibility  of  the  St.  Mary  discharge  planners,  vAio  notified  case 
managers  if  the  client  needed  long  term  care  services.  Discharge  planning  for 
cill  planned  hospital  admissions  was  the  responsibility  of  one  SHP  case 
manager. 

As  mentioned  above,  there  were  a  variety  of  problems  related  to  hospital 
utilization  and  discharge  planning.  At  the  end  of  the  second  year  of  the 
demonstration,  S/HMD  medical  directors  and  designated  case  managers  for 
planned  hospitcil  admissions  were  attenpting  to  reduce  hospital  lengths  of 
stay.  On  the  other  hand,  the  S/HMD  staff  had  no  authority  to  deny  payment  for 
unnecessary  hospital  days;  consequently,  their  efforts  had  little  or  no  iirpact 
on  utilization.  At  the  end  of  the  second  year  of  the  demonstration, 
coordination  of  the  contracted  primary  care  physicians  and  specicilists,  the 
S/HMD  case  managers,  and  th^  hospital  discharge  planners  was  reportedly 
iirproving  same**iat,  but  there  were  still  a  number  of  unresolved  issues. 

NURSING  HCME  SERVICES 

Medicare  Plus  II,  like  the  larger  Kaiser  HMD,  used  outside  SNFs  and  ICFs 
for  nursing  hcane  care.  Kaiser  was  ejqjecting  to  develop  formal  care  contracts 
with  long  term  care  vendors  in  late  1987,  but  for  the  first  two  years  of  the 
demonstration,  the  S/HMD  paid  a  nursing  home  its  usual  per  diem  rate  for 
SNF/ICF  care.  The  case  managers  primarily  used  six  dually  licensed  SNF/ICF 
facilities  as  vendors  for  nursing  home  care.  Althou^  the  S/HMD  case  managers 
made  arrangements  for  the  nursing  home  placements,  responsibility  for 
monitoring  the  quality  of  care  and  discharge  planning  rested  with  the  Kaiser 
SNF  review  coordinator.  The  Kaiser  SNF  coordinator  in  turn  coordinated  with 
the  S/HMD  case  manager  vAien  the  member  was  eligible  for  chronic  care  benefits. 
Ihe  case  maragers  were  not  satisfied  with  the  quality  of  care  in  severed  of 
the  heroes.  Further,  it  was  reported  that  many  of  the  hemes  provided  and 
billed  for  services  without  obtaining  prior  authorization  from  a  S/HMD  case 
manager. 

At  Elderplan,  SNF  and  HRF  care  were  provided  in  two  facilities  cwned  and 
<^)erated  by  MJGC,  the  S/HMD  sponsor.  One  S/HMD  case  manager  performed  all 
nursing  heme  vitilization  review  and  discharge  planning  for  S/HMD  clients 
placed  in  nursing  hcanes.  Ihese  arrangements  were  reportedly  working  well. 

At  Seniors  Plus,  the  peirtnership  agreement  specified  that  Elienezer 
Sogiety  would  be  responsible  for  nursing  hcane  services.  In  addition  to 
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Ebenezer,  which  provided  the  majority  of  care  for  S/HMD  clients  in  its  four 
facilities,  any  nursing  home  in  the  ccamnunity  could  also  be  x:ised  under  a 
contractual  arrangement  with  Ebenezer.  All  nursing  home  utilization  review 
and  discharge  planning  for  S/HMD  clients  was  the  responsibility  of  the  Grxxm 
Health  geriatric  nurse  practitioner,  v*io  worked  closely  with  the  S/HMD 
managers. 

At  SCAN  Health  Plan,  nursing  hcate  services  were  provided  to  S/HMD  clients 
at  St.  Mary  in  specially  designated  beds  or  at  another  nursing  hate  under 
contract  to  St.  Mary.  One  S/HMD  case  manager  was  responsible  for  all  nursing 
heme  utilization  review  and  discharge  planning.  No  prablems  were  reported 
with  these  working  relationships. 

OGMMUNITY-BASED  AND  IN-HCME  SERVICES 

> 

At  Jfedicare  Plus  II,  the  majority  of  in-hcane  services  for  S/HMD  members 
were  provided  by  Kaiser's  own  certified  home-health  agency  —  v*iich  also 
operated  its  own  hospice  program  and  chronic  care  program.  If  a  S/HMD  member 
qualified  for  hone  care  under  traditional  Medicare  regulations,  the  S/HMD  case 
managers  were  not  involved  in  the  care  plan  or  monitoring.  If  services  were 
to  be  covered  under  the  chronic  care  benefit,  the  person  was  transferred  to  a 
S/HMD  case  manager  for  follow-v^j.  The  S/HMD  also  used  two  outside  hone-health 
agencies,  primarily  v*ien  seven  day  a  week  or  ni^t  coverage  was  needed.  Two 
adult  day  care  programs  in  the  ccamnunity  were  used  was  needed.  The  S/HMD  did 
not  have  formal  contracts  with  these  ccamnunity  agencies,  but  no  access  or 
quality  of  care  problems  were  reported.  The  S/HMD  case  managere  were 
responsible  for  finding  an  available  vendor,  authorizing  the  level  of 
services,  and  terminating  the  services  v*ien  apprtjpriate. 

At  Elderplan,  in-hcare  services  were  provided  under  a  contract  with  the 
parent  agency,  MJGC,  vMch  csperated  a  certified  home-health  agency. 
Additional  homemaker,  houseke^aer  and  personal  care  services  were  contracted 
with  six  vendors.  Medical  day  care  was  also  provided  by  a  MJGC  unit. 
Home-delivered  meals,  social  day  care,  and  medical  transportation  were 
provided  under  contractual  arrangements  with  ccamnunity  agencies.  The  S/HMD 
case  managers  were  responsible  for  authorizing,  monitoring,  and  v4ien 
apprcpriate,  terminating  cdl  the  ccamnunity-based  and  in-hcme  services 
available  under  the  chronic  benefit.  No  problems  were  reported  with  the 
vendor  agencies  or  the  quality  of  services. 

At  Seniors  Plus,  comraunity  services  were  provided  to  clients 
primarily  throu^  the  sponsoring  agency,  Ebenezer  Society,  including  a 
conprehensive  range  of  honve-health  services,  adult  day  care,  respite  care  and 
a  senior  ccarpanion  program.  Ebenezer  also  made  arrangements  for  additional 
home-care  services  with  two  ccanmunity  vendors.  Medical  transportation  was 
contracted  thrcugh  several  cab  ccatpanies.  The  case  managers  were  r^^xjnsible 
for  authorizing,  monitoring,  and  terminating,  if  apprcpriate,  all  chrxanic  care 
services.  The  working  relationships  between  S/HMD  case  managers  and  Ebenezer 
were  strong  and  positive.  Ebenezer  had  established  procedures  for  nonitorir^ 
the  quality  of  their  services,  and  no  problems  were  reported  with  the  other 
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outside  vendors. 

At  SCAN  Health  Plan,  long-term  care  cximmunity-based  ard  in-hcme  services 
were  all  provided  under  contract  with  outside  vendors.  Ihere  were  over  40 
vendor  agencies,  each  with  a  prenegotiated  fee.  SCAN  had  previously  worlced 
with  many  of  these  agencies  on  other  long  term  care  projects.  Vendors  were 
responsible  for  monitoring  their  cwn  quality  of  care.  However,  the  director 
of  case  management  met  with  active  vendors  every  six  months  to  discuss  any 
problems  or  issues.  No  particular  problems  were  reported  with  the  vendors. 
The  case  managers  were  responsible  for  contacting  individual  vendors, 
arranging  for  the  services,  and  monitoring  the  chronic  care  budget. 
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Attachment  B 


VHHO  CASE  MANAGEMENT  STAFFING   PATTERNS 

(Fourth  Quarter    1986) 


Position 


Qualifications     FTE 


Specialized   Functions 


>CDICM)E  PLUS  II 


I 

I 


SENIOR  PLUS 


Project  Administrator 


MA  Speech 
Pathology 


MSW 


Lead  Resource  Coordinator      RN 

Lead  Resource  Coordinator 

Resource  Coordinator 
Resource  Coordinator 
Resource  Coordinator 
Resource  Coordinator 
Program  Assistant 

Service  Coordination  Director   MSW 


.75 


1.0 


1.0 


RN 

.5 

MSW 

.8 

BA 

1.0 

BA 

.5 

.5 


1.0 


Service  Coordinator 

RN 

1.0 

Service  Coordinator 

BSW 

1.0 

Administrative  Assistant 

BA 

1.0 

Secretary 

.5 

—  Develop  the  demonstration  protocol>    the  benefit  package,    and  the 
assessment  tool 

—  Set  policy    regarding  case  management  and  expanded  care  services 

—  Coordinate  the  SHMO  with   the  Kaiser  system  and  the  community 

—  Allocate  twenty   percent  of  time  to  client  case  management 

—  Develop  S/HMO  MIS;   also  function  as  the  liaison  with  the  Kaiser 
Computer  Programming  Department 

—  Allocate   fifty   percent  of   time  to  client  case  management 

—  Lead/supervise  the  Resource  Coordination  Team;   handle  intake, 
case  assignment,    and  reliability   of  the  health   assessments 

—  Allocate  fifty   percent  of  time  to  client  case  management 

—  Provide  client  case  management 

—  Provide  client  case  management 

—  Provide  client  case  management 

—  Provide  client  case  management 

—  Perform  primary  clerical    tasks 


—  Refine   the  basic  model    of  operation  of  the  service 
coordination   unit 

—  Monitor   and  control    utilization   of   long  term  care   services 

—  Participate  In  selection  and  management  of   service  contracts 
with  outside  long  term  care  service  providers 

—  Hire  and  supervise  the  service  coordinators 

~   Allocate  twenty-five  percent  of  time  to  client  case  management 

—  Provide  client  case  management' 
~   Provide  client  case  management 

—  Maintain  the  utilization/claims  system  for  long  term  care  services 

—  Perform  clerical    tasks 


Attachnent    B    (con't.) 


Position 


Qualifications  FTE 


Specialized  Functions 


SCAN  HEALTH  PLAN 


Director  of  Case  Management 


MSW 
ACSW 


I 
00 

I 


Case  Management 
Nurse  Supervisor 


Case  Manager 
Case  Manager 
Case  Manager 

Case  Manager 
Case  Manager 
Case  Manager 

Hospltal/SNF  Liaison 

Physical    Therapist 

Case  Management  Clerk 
Secretary 


RN 
MSQ 


MSW/MSG 

1.0 

MSW/MSG 

1.0 

MSW/MSG 

1.0 

BSW 

1.0 

BSW 

1.0 

MSW 

.2 

RN 


RPT 


.75  —  Manage  and  direct  the  case  management  department 

—  Monitor  the  case  management  department  budget/    establish 
contracts  for   the  purchasing  of   services,    set  vendor   rates 

—  Supervise  of  the  case  management  nurse  supervisor  as  well    as  the 
staff   physical    therapist,    the  SNF  Liaison  RN,    the  Health  Education 
Coordinator,    and  the  Member  Service  Representative  responsible  for 
complaints  and   grievances 

1.0  —  Provide   day   to  day   supervision  of  the  case  managers,    including 

reviewing  cases  and  authorizing  services 

—  Assess  the  needs  of   hospitalized  members  and  provide  care  planning 
for  timely   discharge 

—  Review   member   health   histories 

—  Conduct  nursing  evaluations 

—  Provide  client  case  management 

—  Provide  client  case  management 

—  Allocate  fifty  percent  of  time  to  the  case  management  MIS 

—  Allocate  f1f1y   percent  of  time  to  client  case  management 

—  Provide  client  case  management 

—  Provide  client  case  management 

—  Verify/monitor  health   status  by   telephone  follow-up  and  in-home 
visits 

.5  —   Provide  discharge  planning  for  all    elective  surgeries  and   planned 

hospital    admissions 

—  Provide  discharge   planning  of   all    SNF  patients 

,5  —  Assess  physical    therapy   needs  and   provide  service 

—  Purchase  durable  medical    equipment  and  provide  liaison  with 
vendors 

1.0  —  Perform  clerical   tasks 

1.0  —  Perform  secretarial    responsibilities 


Attachment    B    (con't.) 


ELDER  PLAN 


I 

1 


.£ns1tlon. 


Oiial  If  <'";fit1p"''    '^TE 


Case  Management  Director 


ACSW 


Utilization  Review  Coordinator  RN 
Case  Manager 


1.0 


Case  Manager 

RN 

1.0 

Case  Manager 

ACSW 

1.0 

Case  Manager 

ACSW 

1.0 

Case  Management  Sy: 

stems 

1.0 

Coordinator 

Secretary 

1.0 

<;pArl»1l7erl  Functions 


1.0  ~  Direct  the  case  management  department 


—  Coordinate  with  the  medical    group,    the  nursing  homes,    and  the 
hospitals 

—  Review    all    health   assessments  and  care  plans 

—  Approve  all    service  plans 

—  Perform  utilization  review  and  discharge  planning 

—  Monitor  SNF  patients  and  assist  with   discharge   planning 

—  Provide  client  case  management 

—  Provide  client  case  management 

—  Provide  client  case  management 

~  Process  service  utilization  forms  and  other  data 

—  Perform  clerical    tasks 


